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CHILD GUIDANCE PROBLEMS IN RURAL AND VILLAGE 
COMMUNITIES* 


BY SANGER BROWN, II, M. D. 
ASSISTANT COMMISSIONER, DEPARTMENT OF MENTAL HYGIENE, STATE OF NEW YORK 


The ways in which child guidance problems are to be met in rural 
and less populous communities in the future merits the careful con- 
sideration of this audience. The question cannot be avoided as 
publicity about child guidance is such that steps are necessary 
from schools and local authorities to meet public demands for this 
work. A discussion of child guidance problems must include not 
only the child guidance clinic itself, but also the facilities for child 
guidance and supervision in the community. The clinic cannot 
function by itself as a diagnostic and treatment center. Special 
facilities are needed in the schools such as special classes, visiting 
teachers, ete., and in the community, welfare workers, placing-out 
agencies, supervised playgrounds and summer camps are neces- 
sary. The clinic cannot succeed without the active support of the 
community in affording these facilities. 

The child welfare movement which has brought the child guid- 
ance clinic into existence during the past two decades is only one 
part of a broad child welfare activity. Just as an educational move- 
ment existed in this country 90 years ago, which demanded free 
schools and an opportunity for an education for every child, during 
the time of such pioneers as Horace Mann, so the last three decades, 
has seen a movement toward specializing in the educational and 
welfare needs of children. 

It is this latter broad movement in which we are interested at 
this time. This movement accounts for ungraded classes in the 
schools, which have followed the pioneer work of Itard, Seguin, and 
later, Montesorri, Binet, Terman and others. The visiting teacher 
movement is a beginning by the schools to meet the demands for 
social work. This same child welfare movement has resulted in the 
establishment of children’s courts in practically every state in the 
Union within the last 30 years. The child guidance clinic, there- 
fore, is one part only of a child welfare movement and should be 
considered in connection with certain other activities. 

* Read at the seventh annual meeting of the American Orthopsychiatric Association, held at the 


Hotel Pennsylvania, New York City, on February 21, 1930. Published also in the Annals of the 
American Academy of Political and Social Science for April, 1930. 
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Ungraded classes which have existed in some cities for many 
years, have gradually increased, at least in New York State, since 
the law establishing them was enacted in 1917. The increase has, 
been slow but constant. Our experience indicates that the ungraded 
class is of much value. Children develop and improve as the result 
of this special attention, so that at the age of 16 they are much bet- 
ter equipped to do some kind of work in the community and to take 
part in social life. Their handicaps are much less in evidence as a 
result of this training. 

The ungraded class has been of value in another direction. It 
has been the entering wedge for the introduction of manual educa- 
tion in the schools. Thus, children other than those in the ungraded 
classes, are having the advantages of an enriched curriculum and 
of manual and vocational training. 

The ungraded class has served still another purpose. Psycho- 
metric tests have been necessary for assignment to this class, and 
this has resulted in psychometric examinations in the schools. The 
psychometric examinations in turn have brought about the grad- 
ing of the children in accordance with their intelligence and mental 
capacity in not a few schools. This is very helpful. A common 
experience of the psychiatrist in clinics is to be called upon to 
decide regarding a child in the first grade who is not doing well in 
the class. The reason often is that the child, although six years of 
age, is not ready for first grade work but has the mental develop- 
ment suitable for the kindergarten. Such a child is often never- 
theless promoted, and this step lays the ground work for much dif- 
ficulty later on, difficulty which might have been avoided by proper 
grading in the beginning. 

The ungraded class teachers have a state organization, and regu- 
lar meetings are held, although the training of these teachers is not 
fully organized as yet. 

The visiting teacher movement started as long ago as 1906 and 
was formed to meet certain social and economic needs in schools. 
It has always borne a relationship to mental hygiene, although not 
closely identified with it. A considerable expansion has occurred 
especially since 1921 and a national association of visiting teachers 
exists. In rural and village communities, however, comparatively 
few visiting teachers are met with, at least in New York State.* 


* The Visiting Teacher Movement—J. J. Oppenheimer, Commonwealth Fund Publication, 50 East 
42nd St., New York City. 
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The school nurse is now found in many rural localities. Her 
duties chiefly consist of looking after the physical welfare of the 
child and she has little opportunity for child guidance or follow-up 
work. 

An important activity seen in many localities is the interest in 
parental education concerning children of the pre-school period 
along habit-training directions. Parent-teacher associations, 
teachers and nurses often request lectures on this subject. For- 
tunately it is a topic which can be taught quite readily, and ilus- 
trative cases are always at hand. This movement seems to offer a 
most favorable means of giving parents instruction in child guid- 
ance. 

In this tendency in the schools to develop certain child guidance 
activities, the psychiatric work has not been forgotten. In at least 
six moderate sized cities in New York State a psychiatrist has been 
appointed as school physician partly to carry on child guidance 
work. This plan has not worked out entirely satisfactorily because 
in most of these instances the psychiatrist has had many other 
duties including the making of physical examinations, so that he 
had little opportunity for child guidance work. However, in two 
or three instances a progressive child guidance program has been 
outlined and put in operation. 

The above are some of the activities along child guidance lines, 
which are being developed in some localities in the schools. The 
trend is apparently to adopt child guidance principles as demon- 
strated at child guidance clinics. These principles, however, are 
being introduced piece-meal, and often more or less independently 
of each other. The movement in the schools appears to be an uncon- 
scious evolution rather than a consciously directed activity from 
any coordinated center. 

An outstanding lack in many schools, however, is in respect to 
psychiatrie service. The more strictly educational problems may 
be managed by development of facilities within the school itselt 
such as special classes and special teaching personnel, but more 
serious problems,—disorders of development of personality, delin- 
quency and peculiarities of conduct, require psychiatric consider- 
ation. 


The main trends, however, are in the right direction, but there 
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are some tendencies which are not entirely favorable and which are 
being corrected. In the beginning an effort was made to have 
teachers do the psychometric examining. This was soon found 
to be impractical. Again, the psychologist in some instances has 
attempted to direct the management of various types of conduct 
disorders and disciplinary problems beyond the province of psy- 
chology alone. The fallacy of this attempt has been demonstrated. 

Special teachers to undertake vocational guidance have been 
appointed in some schools. The duties of these specially designated 
teachers are not very well defined as yet. It is doubtful if they can 
satisfactorily manage problem cases without assistance from a 
child guidance clinic. 

In the larger cities these special activities, namely, the ungraded 
classes, the psychometric examining, and the visiting teachers, are 
at times grouped under one head or bureau called a child study 
bureau. Where psychiatric facilities have been added, as seen in 
the City of Rochester, N. Y., for example, the work of the bureau 
has been greatly strengthened. 

Outside of cities it should be recalled that there are three main 
types of schools. There is the strictly rural school which may be a 
one-room school. The children in such a school are all under one 
teacher and there are a few pupils only to each grade. The one- 
room school permits of individual instruction to pupils and an 
ungraded class is not necessary in schools of this type. Special 
problem cases arising in districts where such schools are located, 
should have the services of a child guidance clinie in the vicinity, 
and the assistance of a visiting teacher, a school nurse, and such 
special instruction as the teacher can give. 

A consolidated school is one in which a number of districts have 
combined to conduct a school. It draws children from a compara- 
tively large but sparsely settled district. Some of the consolidated 
schools have a number of teachers and classes. In these it is pos- 
sible to organize ungraded classes with special facilities and to 
grade the children according to their mental development. 

In village schools both elementary and high school instruction 
may be given in the same school. Some of these schools are suf- 
ficiently large to permit of the formation of an ungraded class, if 
necessary, and likewise to have a visiting teacher and school nurse. 


= 
= 
= 
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Child guidance problems are about equally divided between the 
schools and the remainder of the community, if the New York State 
clinics may be taken as a guide. At these clinics 54 per cent are 
referred by school agencies, and 46 per cent are sent by other 
agencies such as children’s courts, county welfare agencies, physi- 
cians, parents and so on. 

In most counties in New York State there is a children’s welfare 
agent called a county agent. She looks after the destitute and 
needy children of the county, provides boarding homes, places cliil- 
dren for adoption, arranges for commitment to institutions and 
does follow-up work. She is at times the children’s court proba- 
tion officer as well. She is often the only worker in rural districts, 
to manage problems of this kind. Probably a similar worker is 
found in the counties of other states. 

Children’s courts have been established in most rural counties. 
They possess few facilities for diagnosis, and the children’s court 
judge and the probation officer are generally pleased to get assist- 
ance from outside sources. One of the children’s court judges told 
the writer recently that methods used in the child guidance clinic 
in sizing up any given case, were of great value to him in handling 
his adult court cases as well. This is probably the experience of 
others, as the children’s court judge and probation officer in rural 
counties function also in the court for adults. 

In the larger communities there are children’s welfare societies 
independent of those directed by the county or cities, such as 
church organizations and local clubs that do follow-up work with 
children. Connected with these may be private institutions caring 
for delinquent and dependent children. 

The county health nurse and Red Cross nurse are taking an 
increasing interest in child guidance problems. Up to the present 
their duties have chiefly been directed toward the physical health 
and welfare of the child. 

In all of this children’s work in rural communities either 
directed by the county or privately, there is an increasing demand 
for psychological and psychiatric service. Psychiatrie examina- 
tions of children are frequently requested from orphanages or insti- 
tutions for dependent or delinquent children. Some of the larger 
institutions for delinquent children have established their own 
child guidance work. 
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From the above survey of child guidance facilities in communi- 
ties, two outstanding facts are evident. One is that facilities are 
developing in many districts in the way of special education, special 
guidance and supervision to meet children’s needs, although these 
are often very inadequate. The other fact is that child guidance 
clinics as diagnostic, therapeutic and educational centers, do not 
exist in the less populous localities. 

There are a number of reasons for this latter fact. Child guid- 
ance clinics are comparatively new, the expense is considerable, and 
the community itself often does not have the necessary facilities to 
support such a clinic. Likewise, it is difficult to obtain suitable 
personnel. 

To meet the needs for child guidance, New York State as well 
as several other states, have furnished child guidance elinies which 
afford psychiatric, psychological and psychiatrie social service. In 
New York State these clinies are held monthly except in July and 
August in about one hundred localities. 

They are conducted to meet pressing needs and so they have to 
function differently from demonstration clinics. All types of cases 
are seen in these clinics. In a considerable percentage of the cases 
one or two visits are sufficient, namely, in cases for commitment to 
institutions for mental defectives; in cases for adoption where a 
routine psychiatric examination is desired but where the child is 
normal; in cases for placement in an ungraded class where there 
are minor school difficulties only because of improper grading, ete. 
In these instances the monthly clinic meets the need in a reasonably 
satisfactory way. 

In another group of cases this monthly clinie service is inade- 
quate. These are the genuine problem cases where the child is suf- 
fering from maladjustments and conflicts, where the family situa- 
tion is unsatisfactory, where neighborhood conditions are bad, ete. 
A ease of this kind from the psychiatric standpoint is comparable 
to a case of acute tuberculosis in the medical sphere. Restoration 
in both eases depends upon exact and intelligent methods employed 
over a long period of time, and in both instances general methods 
are insufficient in themselves. Some well trained person in the com- 
munity is required to follow-up these eases and direct the treatment. 
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This then concludes a summary of child guidance facilities 
in the less populous districts. Some of the favorable develop- 
ments as well as some of the weak points, have been indi- 
eated. A desirable plan would be for the counties or cities to estab- 
lish for themselves permanent child guidance clinics in the more 
populous communities. This is a movement which may be expected 
in the future. A permanent child guidance clinie should be estab- 
lished in the larger communities to serve both the general com- 
munity and the schools. This clinic could serve the outlying dis- 
tricts as well, as children can be brought to it from considerable 
distances by modern transportation; or the clinie might be held 
occasionally in outlying districts. There will always be sufficient 
work for the State to do, in remote districts and in demonstration 
of methods without an attempt on its part to carry out intensive 
clinic work in large cities. Up to the present local efforts have 
been comparatively few, but in some of the larger counties begin- 
nings have been made. 

The child guidance clinic movement is new as yet and the sup- 
porters of the movement should feel gratified with the results 
already obtained. These results have not always been in the estab- 
lishment of new clinics; but there have been many less tangible 
effects as shown by added facilities for child guidance and in popu- 
lar interest shown in clinics. Our prediction is that the coming 
years will see child guidance clinics in many communities and great 
benefit in the way of better educational opportunities for the prob- 
lem child in schools and social supervision and guidance in the eom- 
munities for an increasingly large number of children. 


CAN RURAL DISTRICTS CARRY OUT AN EFFECTIVE 
MENTAL HYGIENE PROGRAM? 


BY V. C. BRANHAM, M. D., 
MEDICAL DIRECTOR, NEW YORK STATE COMMITTEE ON MENTAL HYGIENE 


For many years authorities in the field of mental hygiene have 
averred that an adequate mental hygiene program cannot be main- 
tained in any community which does not have sufficient social wel- 
fare resources. This assertion is made with particular reference to 
the clinical services in a community. The belief is held that a cer- 
tain amount of organized welfare work should be present before 
any comprehensive plan in mental hygiene should be undertaken. 
Mental hygiene thus becomes a function in the community supple- 
mentary to activities in the sociological and medical fields already 
in existence. 

Pursuant to this viewpoint the National Committee for Mental 
Hygiene has in several instances thought it inadvisable to put in 
demonstration clinics in some of the larger cities in the United 
States because the social agencies were not properly equipped to 
round out the clinic program. If a policy of this kind is necessary 
in a number of large communities might not the same precaution 
have added force when applied to rural districts? Is the assertion 
a fallacy that mental hygiene improperly backed up by carefully 
planned clinics and well organized social agencies is worse than no 
mental hygiene service whatever? 

The point has been reached in the development of mental 
hygiene activities throughout the country that the less sparsely 
settled districts are asking for service comparable at least in part 
to that obtained by the larger cities. The problem of providing 
such service to rural districts is one that has not been adequately 
solved and is debatable upon several grounds other than that of 
poorly organized resources within the rural districts themselves. 
An attempt will be made in this paper to evaluate some of the fac- 
tors entering into the problem with especial reference to the situa- 
tion as it exists in New York State. 
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Cuinic Servicr To Rurau SECTIONS 


Several methods for furnishing clinic service to rural districts 
are in vogue throughout the country and in some instances several 
methods are used in the same State. One of the most effective ways 
of conducting clinics in sections remote from thickly populated dis- 
tricts is by means of the traveling clinic. This plan was first 
started in Massachusetts and has been rapidly copied with modi- 
fications by New York, Pennsylvania, Illinois, Colorado and several 
of the other states. The traveling unit composed of a psychiatrist, 
a psychologist and one or more social workers proceeds from one 
small town to another on a definite schedule. In most instances one 
or two days only are devoted to each town. Arrangements are 
made for the bringing in of the clinic cases by local agencies before 
the clinic unit reaches a given area. The circuit trips are made at 
regular intervals and in time the regular agencies become 
acquainted with the methods used by the clinic, the types of mate- 
rial examined and the most effective ways of cooperating with the 
clinician and his assistants. In New York State approximately 65 
clinics have been given each month. During the calendar year of 
1928, 3,637 cases were examined in this manner in New York State 
by the Division of Prevention of the State Department of Mental 
Hygiene. 

A second method of providing service for rural sections is by 
means of districting the State into areas grouped about each State 
hospital or State school for the feebleminded. The hospital in such 
a scheme occupies a prominent center of its district and is theoreti- 
cally responsible for the mental health of the population of that 
area. At regular intervals members of the staff of the hospital are 
sent to clinies in the largest towns within its district. In New York 
these clinies are given on an average of twice a month, with a total 
of 5,270 cases examined during the calendar year 1928. 

Rural sections may receive clinie service by means of a third 
method: namely—through the establishment of adequately 
equipped clinics in the large centers to which free access may be 
obtained by agencies in the small towns of the surrounding coun- 
ties. In New York State cases have frequently been brought to 
Buffalo from the southern part of the State for examination in the 
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clinic maintained by the Children’s Aid and Society for the Pre- 
vention of Cruelty to Children. A similar arrangement has been 
in foree in the region surrounding the city of Rochester since the 
establishment of a psychiatric clinic at the Strong Memorial Hos- 
pital. The psychiatric clinic of the out-patient department of the 
Albany City Hospital was for a time used as a center for several 
of the counties surrounding that city. Conceivably this idea could 
be extended to include a number of other small towns throughout 
the State strategically located to serve rural areas to the best 
advantage. 

The establishment of a clinic maintained by local facilities by two 
or more contiguous rural counties, allocating the service of the 
clinic according to the amount of money contributed by each county, 
provides a fourth method for rural mental hygiene service. Under 
such a plan this work would become part of the county health unit 
where such a unit exists. In each county utilizing clinic services by 
this plan a county committee on mental hygiene should be organ- 
ized. Such a committee should be non-partisan and non-sectarian 
and should represent all parts of and all welfare interests in the 
county. The main functions of the committee would include: 


The promotion of educational and publicity work throughout the county 
by means of lecture courses, distribution of mental hygiene literature, press 
notices and exhibits. 


The enlistment of support to legislative procedures involving appropria- 
tions or improvements in the Mental Hygiene Law of benefit to the counties 
locally. 

The arousing of interest among welfare and professional groups in the 
county as to the mental hygiene phases of their respective activities. 

The provision for special mental hygiene facilities such as adequate 
ungraded classes in the schools, adult and children’s eclinies for the com- 
munity, clinie service to juvenile courts, and the identification and proper 
disposition of the feebleminded, insane and epileptic within the county. 


Tuer ADVANTAGES AND LIMITATIONS OF RurAL Menta HyGienz 
METHODS 


(a) Traveling Clinic Method. It is obvious that none of the 
four plans for providing clinie service to rural areas can be con- 
sidered ideal. There are a sufficient number of advantages in each 
method, however, to justify a brief analysis of the actual working 
out of each system as has occurred in New York State. 
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The advantages of the traveling clinic system are: 


1. Especially economical as compared with the bringing of cases some 
distance to central clinics. In New York State it was found that the per 
eapita cost for conducting traveling clinic examinations was $3.85 as eom- 
pared to the $10 to $20 per capita cost obtaining for most fixed clinies. A 
large part of this expense was avoided on the part of the elinie by detailing 
clerical help, follow-up and the cost of clinie rooms to the local agencies 
under whose auspices the clinie was conducted. 


2. Greater availability of clinie cases. It is obvious that agencies can 
bring to a local clinie many cases which could not be taken to a fixed elinie 
at any remote point on account of the excessive cost. Many school children 
ean be examined by this method. 


3. The mobility of the traveling clinic permits its use in remote villages 
which could not be reached by the fixed clinic. In one year in Allegany 
County in New York State no less than 17 villages received some clinic 
service. 

The main objections to the traveling clinic are: 

1. Inadequacy of follow-up work. 

2. Clinics are prone to become diagnostie only. 


3. The brief stay of the clinic personnel in any given locality tends to 
prevent an understanding on the part of that personnel of the peculiar prob- 
lems of the locality and of each of the local welfare agencies. Further- 
more, the clinician does not get the time or the opportunity for establishing 
personal contacts with the judges, probation officers, school superintendents, 
nurses, prominent physicians, ete., whose interests should be enlisted if the 
clinie is to become a success. 


(b) Mental Health Districts Grouped About State Hospitals. 
Several obvious advantages to districting the State with a hospital 
at the center of each district responsible for the mental health of 
that district might be enumerated as follows: 


1. Many of the advantages of mobility as outlined for the traveling clinie 
would be possible if clinic units were sent to nearby towns from a State 
hospital. 

2. The fixity and prestige of the State hospital insure to the members 
of the community an apparent standard of clinie service at regular intervals. 


3. The close proximity of the hospital to the towns of each district makes 
possible the giving of emergency service, especially to courts upon short 
notice,—a procedure which is not possible to traveling clinies or fixed clinics 
at remote points. 

4. The centralization of mental health service for a particular district 
in the State hospital, where presumably the highest standards of psychiatrie 
technique and the most up-to-date equipment prevail, secures a unity of 
program and method for attacking the mental health problems of the com- 
munity which is not possible in any other scheme. 
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The disadvantages of the State hospital district idea are. 


1. The clinicians sent out by the hospital to the community elinies devote 
the greater part of their working days to hospital activities which are 
strongly divergent from those of the community. The type of ease and the 
method of handling patients in institutions is decidedly different from 
the methods employed in community types of clinics. Furthermore, years 
of service in an institution tend to institutionalize the physician and 
thereby prevent him to a large extent from understanding community prob- 
lems and provincial attitudes of mind. 

2. The overcrowded conditions which obtain in many State hospitals 
throughout the country hold staff physicians to ward service who would 
otherwise be assigned to clinies. This procedure reduces clinie service to 
the community to a minimum and tends to foeus the interest of the hospital 
officials on hospital rather than on community problems. 

3. The great need for providing a check by means of clinies on the 
activities of parole patients of State hospitals tends to place emphasis on 
hospital parole cases rather than upon patients brought to the clinie from 
the community. In most instances parole cases and community patients 
are seen upon the same clinic days. 


(ec) Patients from Rural Sections Brought to Fixed Clinics in 
Large Cities. The method of referring patients from rural districts 
to well equipped clinics in large cities at remote points has among 
other advantages, the following: 


1. In many instances (this is particularly true of the elinie in eonnec- 
tion with the Children’s Aid and Society for the Prevention of Cruelty to 
Children of Buffalo and the Rochester Society for the Prevention of Cruelty 
to Children) the patient is kept under observation and study for a period 
of at least a week before final recommendations are made. Such detailed 
analysis and intensive study are not possible by the traveling eclinie or the 
State hospital clinie method. 

2. The careful selection automatically brought about by referring pa- 
tients to remote points leads to a detailed study on the part of the loeal 
agents before it is decided to go to the expense of taking the patient to 
some distant point. Such a procedure redounds to the advantage of the 
patient inasmuch as the local agent will probably have the social details 
of environment well in hand before presenting the case to the clinie. 

3. Specialized procedures, such as laboratory examinations, the use of 
specialists in fields of medicine other than those of psychiatry and hospital- 
ization, are more readily affected in a large city than in a small community. 
The elinie in a large center would be in a better position to effect the refer- 
ence of the patient to special sources for examination and treatment than if 
such procedure were attempted by elinices conducted at some point removed 
from the large city. 


The outstanding disadvantages of reference of cases to distant 
points under this method are as follows: 
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1. The routine procedure for examination of eases by this method makes 
the cost prohibitive. To the cost of transportation is added the frequent 
charge of clinic fee and fees for special examination and treatment. In 
many instances the costs of boarding the child while being detained for 
study must be added to the bill. 


2. The prohibitive cost entailed by examination precludes service being 
rendered to many patients who would otherwise profit by an examination. 
In other words a large percentage of the cases coming to the attention of 
local workers would be cared for by agencies that would not have the benefit 
of the clinic examinations and recommendations and the cases would pos- 
sibly be inadequately treated. 


3. Regardless of the efficiency of any clinic maintained in a large eity, 
the personnel of that clinie cannot have an adequate understanding of the 
particular conditions surrounding the patient in his local environment. It 
is noticeably a feature of city-trained and city-minded people that there is 
often a complete lack of understanding of the modes of living, attitudes of 
mind and facilities available in rural sections. Quite often reeommenda- 
tions made by city clinies for rural sections are not valuable because of 
the lack of understanding of facilities available and of the particular envir- 
onmental background of the patient examined. 


(d) The County Budget Plan for Clinic Service, Supplemented 
by County Committees for Mental Hygiene. By this plan two or 
more contiguous counties could combine to maintain a clinic with 
service allocated according to the amount of money contributed to 
the budget by each county. The advantages of such an arrangement 
are: 


1. The very decided advantage of having the elinie and committee a part 
of the community itself. It may be considered almost axiomatie that any 
activity which is an integral part of an organization will in the long run 
provide much better service than a unit which functions in an organization 
through the direction of an outside ageney. For this reason a clinie main- 
tained by two or more counties will in time come to have a perfect under- 
standing of the resources and needs of these counties and will seeure the 
interest and cooperation of all agencies therein. The county committee ean 
bring about an understanding of the purposes of the clinie and provide 
suitable case material. 


2. The small area covered by the clinies makes possible more frequent 
service to all types of cities and villages through that area than is possible 
by any of the three foregoing methods mentioned. Not only would service 
be rendered to children’s courts at the time when the examinations would be 
most help to the judge, but emergency examinations could be given upon 
short notice. Furthermore, the clinic would serve a most useful purpose 
in a consultation capacity inasmuch as it would be available to judges, 
school officials, business men and other prominent individuals in the eoin- 
munity upon short notice. 
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3. The short distance to be traveled, the availability of free clinie rooms 
provided by welfare agencies, court officials and others, the easy means of 
transportation and the thoroughness with which loeal agents can be trained 
for carrying out the clinic recommendations would reduce the per eapita 
— maintaining the clinies to a level below that possible by any other 
method. 


The outstanding disadvantages are more or less obvious: 


1. Seldom ean several counties become sufficiently community-minded to 
enter into a cooperative scheme of this kind, especially where budgeting of 
funds is necessary. Nowhere does the provincial attitude appear to worse 
advantage than in cooperative schemes involving neighboring counties. 
From a practical viewpoint the county committees can be organized much 
more readily than is possible to provide clinic service on a county basis. 

2. The average board of supervisors sees with great difficulty the neces- 
sity for psychiatric work. It has only been after repeated efforts on the 
part of child welfare agencies that boards of supervisors have been taught 
the value of child welfare work. At the present stage of the development 
of mental hygiene it seems extremely doubtful that the average board of su- 
pervisors in rural sections would have gleamed sufficient knowledge of the 
subject to have it appeal as a practical worthwhile project for rural ecommuni- 
ties. It is possible that mental hygiene committees could educate the eom- 
munity to its mental hygiene needs. From this viewpoint, the committee 
would best serve its purpose as a forerunner of specialized field service. 

3. The idea of contiguously maintained clinic service being unnecessary 
is not limited to boards of supervisors. There are many psychiatrists who 
have given considerable thought to the problem and have come to the con- 
elusion that too much specialized service in relatively poorly organized eom- 
munities is both an economie and scientific waste of resources. It is felt 
that alternatives can be devised which would bring about ultimately as 
good results for the rural community as is possible with the county main- 
tained clinic service. 


Discussion oF STATISTICAL Data 


Questionnaires were sent to the five most prominent welfare 
agencies in rural districts throughout New York State with the view 
of the determination of attitudes of mind towards the mental 
hygiene idea in such districts. The only agency of importance 
omitted in the inventory was the nurses (school, public health, vil- 
lage, city, district nurses). It is proposed to make a detailed 
analysis of the relationship of the nursing and medical services to 
the mental hygiene movement in a separate publication. The pres- 
ent study, by means of the questionnaire method, was made to deter- 
mine primarily : 


aoe extent to which local agents in rural sections use mental hygiene 
clinics. 
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The particular type of clinic mostly used. 
Special reasons for which cases were referred to the clinics. 


Degree to which local agencies sensed the scope of mental hygiene train- 
ing experience which would fit the local agent for doing elinie follow-up. 


The feeling on the part of the local agent as to the value of clinical service 
rendered as an aid in solving local welfare problems. 

At the outset it was noted that the number of cases referred to 
the clinics by children’s courts, by orphanages, by county agents 
of the State Charities Aid Association, by county superintendents 
of poor, and by the Red Cross was considerably larger than the 
number reported by the clinics from these sources.* In fact the 
present study was made as a supplement to the inventory obtained 
from clinic reports so that a more accurate gauge of the relation- 
ship of rural welfare agencies to clinics could be made through the 
agencies themselves rather than through centralized clinic depart- 
ments. (a) Children’s Courts. By the Children’s Court Act of 
1922 it beeame mandatory upon each county in New York State to 
establish its own children’s court. This procedure entailed some- 
thing of a hardship upon rural counties where the number of chil- 
dren passing through the court was relatively small and taxes were 
relatively high. Accordingly, the positions of judge of the county 
court and judge of the children’s court were combined in 46 of the 
57 counties in New York State, exclusive of New York City. The 
significance of this combined responsibility arises from the diver- 
sity of interests and training inherent in each of the two courts. 
Judges primarily concerned with the misdeeds of adults have been 
compelled to take over the work with children, many times against 
their own inclinations. It is difficult for these judges to understand 
the child’s mind, the reasons for his behavior, and therefore some 
of the fundamentals associated with the mental hygiene of child- 
hood. To a lesser extent, perhaps, a similar type of divergence in 
viewpoint and experience exists hetween the work of the probation 
officer and that of the clinician. To the probation officer mechan. 
isms of control loom larger in court routine than any consideration 
of personality defects as a causative factor in misconduct. 

An analysis of the uses to which clinics have been put by the 
judges of the children’s courts indicates that requests for examina- 
tion of children at the clinic in a large number of cases are made 


* See Inventory of Mental Clinic Facilities of New York State, Exclusive of New York Oity, 
PSYCHIATRIC QUARTERLY, July, 1929. 
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through the probation officer or welfare agent who has been instru- 
mental in bringing the child before the court. In most instances re- 
quests for examinations from judges have been for the sole purpose 
of determining the level of intelligence of the child. In contradis- 
tinction to this, requests from welfare agents have been with the 
view of studying the underlying causes of the child’s misbehavior 
in the hope that a readjustment may be made. The probation officer 
usually makes the request at the behest of the welfare worker 
except in the relatively few instances in which the probation officer 
has had some social welfare training. 

Adequacy of follow-up, as indicated in Table VI, seems rather 
high in view of the general lack of understanding on the part of 
the judges of the responsibilities of clinical procedure in connec- 
tion with children’s court work. There is good reason to believe, 
if the writer may judge from his personal experience with rural 
children’s courts, that judges are overestimating the adequacy of 
the follow-up methods used by the probation officers. An analysis 
of the data submitted on this subject indicates that perhaps approx- 
imately 8 per cent of the children’s courts submitting data make 
routine follow-up visits on the ease. The average number of visits 
per case during the probation period is approximately 10. Cases 
not placed on probation are usually not seen again until another 
offense has been committed. 

The reports of the judges as to the value of the clinic service to 
their courts make interesting reading. The outstanding objection 
to the present system, whereby service is furnished once a month 
on a regular schedule, is that the judge does not have the report on 
new cases at the time he needs it most. Most judges seem unwilling 
to suspend judgment on the case by placing the child on probation 
until the clinie dey arrives. There is, of course, a marked advant- 
age in disposing of the problems while they are still fresh. A num- 
ber of judges spoke quite enthusiastically of the clinic service, prob- 
ably more so than the situation justifies. 

(b) Institutions Caring for Children. New York State has more 
private institutions for the care of children proportionately to its 
population than is to be found in the average State. The care of 
children under church auspices for many years before the State 
was able to take over some of this work is partly responsible for this 


= 
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condition. Some idea of the diversity of institutional care can be 
noted by Table II listing the denominations under which the chil- 
dren referred to clinics were being cared for. It is notable that 
Catholic institutions have participated in mental hygiene activities 
to a greater extent than is true of the other denominations. The 
explanation probably lies in the greater proportionate prevalence 
of Catholic institutions in the State. Most cases referred by Cath- 
olic organizations have placed undue emphasis upon the estimation 
of the level of intelligence. The Jewish organizations have senseG 
to a greater degree than any of the other denominations the need for 
personality studies of their charges and accordingly have estab- 
lished clinies of their own in most instanes. The Jewish organiza- 
tions have likewise felt the need for adequate social service work, 
and in general are much better equipped than is the case of the other 
organizations. The Protestant institutions have made fairly wide- 
spread use of clinics in a rather desultory manner. Most of the 
Protestant institutions are smaller than the Catholic institutions, 
and of course represent quite a number of creeds and methods of 
administration. In a certain sense they occupy a position half way 
between the Jewish and Catholic organizations in the recognition 
of the scope of mental hygiene service. 

Follow-up work is inadequate in all types of institutions. The 
examinations are requested often with the viewpoint of securing a 
transfer of a non-teachable child to a State school for the feeble- 
minded, or of an unruly or sexually preoccupied child to a correc- 
tional institution. 

The attitudes of mind of the superintendents of such institutions 
towards clinic work are worthy of note. There has been shown 
perhaps more of a lack of understanding of mental hygiene needs 
in this type of agency than in any of the four types of agency under 
discussion. Few of the superintendents were critical in their judg- 
ments of the clinic, while the general trend of opinion seemed to be 
that adequate service was rendered and that all of the needs of the 
institution from a mental hygiene point of view were being satis- 
factorily met by the reference of a few cases to clinies. 


(c) County Agents of the State Charities Aid Association. The 
county agents of the State Charities Aid Association are placed in 


80 counties throughout the State. For the most part they are main- 
APR.—1930—B 
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tained at county expense, but were first placed in a county under 
subsidy of the State Charities Aid Association until the worth of 
their work has been proved to the community. Quite often their 
duties are diverse in nature, but are tied up with existing boards of 
child welfare or other county agencies and committees which are 
affiliated with the State Charities Aid Association. In brief, the 
functions of these agents may be outlined as follows: 

1. To investigate the circumstances of the parents and relatives of every 
child for whom application is made for commitment as a publie charge. 

2. To assist the judge of the children’s court in any matter involving the 


welfare of children, either as a volunteer or as an officially designated pro- 
bation officer. 


3. To assist, upon request, the county board of child welfare in investi- 
gating the circumstances of mothers applying for aid, and in supervising 
those receiving aid. 

4. To assist in so organizing public and private relief that children may 
remain in their own homes. 


5. To assist in returning to their homes children supported at public 
expense, when the families of such children become financially able, and are 
morally fit, to care for them. 

6. To assist in collecting from parents or relatives payment in whole 
or in part, for the board of children who are public charges, when such par- 
ents or relatives are able to contribute towards the support of the children, 
but unable to assume their care. 


7. To assist in securing suitable homes in families for children available 
for adoption. 


8. To assist in securing for those in need of special care or treatment, 
commitment to suitable institutions. 

It will be noted that many of the activities listed above fall within 
the field of child guidance preventive work, so that the county agents 
are in a position to carry on mental hygiene activities in rural com- 
munities to better advantage, perhaps, than any other local agency. 
In many instances their training has been such as to fit them for 
this work. 

An analysis of the qualifications of 27 county agents shows the 
following data: 


Qualifications No. of agents 
College training (most of these are graduates)............ 23 
Courses in recognized schools for social work.............. 11 
Some training in psychiatric social work ................ 6 
Case work before becoming agents for 8. C. A. A......... 21 
Special executive experience before becoming county agent + 
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Some of the agents have had rather unusual training. One has 
had three years of medical school work. Another agent was instruc- 
tor of ‘‘Sex and Social Hygiene”’ in the factory division of a Y. W. 
(. A., and had special training in giving Binet-Simon tests. This 
worker also has had two years toward a Ph. D. in psychology. Two 
other workers have had special executive experience for a period of 
about three years as Red Cross secretaries. 

It can be seen from the above outline that the county agents pro- 
vide an excellent medium for carrying out follow-up work in con- 
nection with clinics, the organization of material, especially in child 
guidance clinics, and the interesting of the varjous local welfare 
agencies in utilizing clinic service to the fullest extent. 

A perusal of the statistical data verifies the belief that the county 
agents are in a better position to utilize clinic service in rural dis- 
tricts than any other type of agency hitherto developed. Two-thirds 
of the county agents prepare a good history and make appointments 
before the cases are examined in the clinic. A great majority of the 
agents follow up the cases personally by fairly intensive methods. 
Furthermore, the sources from which clinic cases are derived are 
spread fairly evenly through the various local agencies in the com- 
munity. There is not the tendency for special affiliations as between 
the 8. P. C. C. and the children’s courts, the Red Cross chapters and 
public health nurses, and other combinations which work to such 
good advantage in specialized welfare agencies. The county agent, 
in other words, is doing a piece of welfare work which is not only 
county-wide in extent but is quite broad in scope. Another factor 
of first importance in securing adequate mental hygiene work in 
rural districts is through extensive conferences with members of 
the clinic. The county agents are prone to consult clinicians to a 
much greater extent than is true of any of the other local welfare 
agents. Their advantages and training have already been com- 
mented on. With respect to the agents’ estimate of actual clinic 
service rendered by clinics there is a noticeable tendency to analyze 
the clinic service and to criticize more freely than is true of other 
welfare agencies. 

Much of the fitness of the county agents for training in mental 
hygiene activities lies in the careful selection of personnel, in the 
standardization of methods through a central department, and in 
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the close approximation of the nature of the work for which they 
are employed to the methods of child guidance. 

(d) Red Cross. he American Red Cross chapters throughout 
the State are organized in such a manner as to bring about a puz- 
zling variance in areas of jurisdiction as compared to the county 
plan adopted by the child welfare agencies, county health units, 
State Health Department, and others. The chapter may be entirely 
local and limited to a city, or it may include two or three counties. 
While the primary purpose of the work of the Red Cross is to ren- 
der relief in times of public disaster, the scope of the work in peace 
times has been extended to home service, especially to disabled vet- 
erans of the war and their relatives. Many chapters have found it 
advisable to maintain nursing service, while other chapters limit 
their field work and do not employ nurses. In the latter instance 
cases in need of examination coming to the attention of Red Cross 
chapters have been referred largely to the attention of the public 
health nurses or to the county agents for dependent children of 
their respective districts. In some instances, however, notably the 
North Suffolk Chapter, in the Waterloo Chapter of Seneca County, 
in Chenango and in Tompkins Counties the chapters carry out 
extensive nursing service and make free use of clinics directly. 
These chapters can more nearly approximate the scope of the State 
Charities Aid Association agents than is the case with other Red 
Cross chapters. 

An analysis of the 217 cases referred to the clinies by Red Cross 
chapters last year indicates that the chief reason for reference was 
a desire to obtain an estimate of the level of intelligence of the ease. 
A fair proportion of the cases were considered to be nervous or 
peculiar and accordingly were referred to the clinic. It is consid- 
ered that in many respects the Red Cross chapters are more poorly 
prepared to undertake mental hygiene work than any other local 
welfare agency in rural districts. 

The underlying feeling of executive secretaries of Red Cross 
chapters is that the function of field work in connection with mental 
hygiene work lies somewhat outside of the jurisdiction of the Amer- 
ican Red Cross activities and that such eases as come to their atten- 
tion should be referred to clinics through local agencies rather than 
being handled directly. 
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(e) County Superintendents of the Poor.* The county poor offi- 
cials have shown an increasing tendency to turn over cases in need 
of examination to the various county agents for dependent children. 
Probably the amount of feeblemindedness among the county poor 
is quite high, which should be one of the main reasons for securing 
more examinations of this material than seems to be made at pres- 
ent. The present trend should be encouraged for the reference of 
eases to the various county agents for dependent children and for 
the increased active interest in the need for examinations of indi- 
gent cases throughout each county. It will be noted by the accom- 
panying tables that a considerable amount of variation of method 
exists among the various poor law officials. Many of the officials 
have a fairly keen insight into the needs for examinations while 
others are totally oblivious to its advantages. The table on ‘‘ Rea- 
sons for Which Cases Were Referred to the Clinies’’ shows a rather 
surprising diversification inasmuch as the general tendency on the 
part of uninformed officials is to use clinics merely for the deter- 
mination of the level of intelligence so that cases can be readily 
committed to State institutions. 


SUMMARY AND RECOMMENDATIONS 


1. Four methods of rendering mental hygiene service to rural 
sections are possible, namely : the traveling clinic, the mental health 
area organized about each State hospital, the use of well established 
clinies in large cities by adjacent counties, and the county health 
unit plan through the establishment of county mental hygiene 
societies. 


2. All four methods are in vogue in New York State. An analy- 
sis of the effectiveness of each method would suggest the best pos- 
sible combination for service to rural counties is the county mental 
hygiene committee plan combined with well organized traveling 
clinics and with special training in psychiatric social work of local 


agents for the purpose of rendering effective follow-up. 


8. Counties grouped about large centers, such as Buffalo, Roch- 


ester, Syracuse, Albany and Binghamton, should be encouraged to 
use the best equipped clinics of those cities and endeavor should be 
made by the State Department of Mental Hygiene, the State Com- 


* This title was in vogue at the time the included data was obtained. During the past year 
changes in the law have brought about the use of the new term, “Commissioners of Public Welfare.” 
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mittee on Mental Hygiene and local mental hygiene societies to 
secure better equipped psychiatric clinics in the large cities than 
now exist. ‘Chis need is especially felt in the field of child guidance. 
4. County agents of the State Charities Aid Association are the 
best equipped to carry out local mental hygiene activities. It is 
recommended that the present agents be given additional training 
in psychiatric social work, and that as far as possible local county 
mental hygiene activities he organized around these agents. 


5. Children’s courts in rural counties can best be served by 
traveling clinics organized for service in children’s courts exclu- 
sively. 

6. As far as is practicable probation officers in children’s courts 
should receive some instruction in mental hygiene. Clinicians could 
well devote part of their clinic hours to staff conferences and lec- 
tures, as well as to the instruction of welfare workers in the district. 
Mental hygiene courses should be set up in universities and should 
be made readily available to welfare workers at a minimum fee. 

7. Social workers attached to State hospitals and State schools 
for the feebleminded should have their activities coordinated or 
standardized through a chief supervisor of social work in the State 
Department of Mental Hygiene. The activities of these workers 
should be closely correlated in the rural districts with the activities 
of local health agencies so that patients placed upon parole may be 
adjusted in the community on the one hand, and the proper types 
of individuals selected for commitment on the other hand. This 
procedure is of special value in the commitment of the feebleminded 
where the tendency on the part of local agents is to commit to State 
schools for the feebleminded every individual whose intelligence 
quotient is below 60. 

8. The proper use of clinies by institutions caring fur children 
lies primarily through the placing-out agencies and through clear- 
ing bureaus for new admissions. No great purpose seems to be 
rendered by the examination of children within the institutions 
inasmuch as facilities are not available for the extensive transfer 
of feebleminded children to State institutions, nor does there exist 
proper facilities in the institution for the follow-up of clinic recom- 
mendations for behavior cases. The most suitable adaptation is 
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the establishment of intramural clinics in large institutions (for 
example, Berkshire Industrial Farm, Children’s Village) and the 
reference of specially selected cases to well equipped clinics in the 
vicinity of the small institution itself. 

Of greater advantage to orphanages than the giving of clinics is 
the establishment of ungraded classes for retarded and atypical 
children. Smaller institutions make free use of the public schools 
where such facilities are supposed to be available. 

9. County mental hygiene societies can be rapidly developed 
throughout the State, utilizing as much as possible the personnel 
of existing health committees with such additions from physicians 
and others interested in mental hygiene topics as are necessary to 
round out the effectiveness of the committee. 


10. County superintendents of the poor should be encouraged 
to submit a large percentage of their indigent cases to the county 
agent for dependent children for examination in mental clinics. It 
is felt that the incidence of feeblemindedness is high in the indigent 
group and that better disposition of the cases can be made after 
they have been examined in the mental clinics. 

11. Finally, in reply to the question ‘‘Can Rural Districts Carry 
Out an Effective Mental Hygiene Program?”’ an affirmative answer 
can be made. 


TABLE I. USE oF CLINICS BY VARIOUS AGENCIES 


Institutions County County 

caring agents Red supts. 
Children’s for of Cross of 

courts children 8.C.A.A. chapters poor 
Reporting use of clinics and submitting data.. 33 51 33 20 12 

Use clinics but are unable to submit data... 7 18 4 5 12* 
4 32 0 20 6 
Failed to answer questionnaire .............. 15 23 0 16 27 


59 124 37 61 57 
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TABLE II. NuMBER or CASES REFERRED TO CLINICS 


Adults Children 
Institutions caring for children: 
365 
569 
316 
Specially handicapped (3) 35 1,646 
County superintendents Of PpOOr 7 239 
* These agencies refer their cases to clinics via county agents for dependent children. 
** Figures in parentheses denote number of institutions. 
TaBLe III. CLINICS WHERE CASES WERE EXAMINED 
828 S393 Sas 
State Department of Mental Hygiene: 
State hospital clinics .......... 275 15 45 72 20 
Clinics of division of prevention 458 560 1,117 135 226 
Non-State and non-institution 
clinics (mostly general hospitals 
and welfare clinics) ........... 510 359 22 
Clinics located in institutions in 
which the children live......... veins 696 
Clinics conducted by public schools...... 16 
1,243 1,646 1,162 229 246 
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TRAINING OF THE MENTALLY HANDICAPPED CHILD* 


(A Summary) 


BY EUGENE W. MARTZ, M. D., 
CLINICAL DIRECTOR, LETCHWORTH VILLAGF, THIELLS, N. Y. 


Interest in mentally handicapped children is certainly not of 
recent origin, still it is only within this century that a concentrated 
effort has been made to attack their problems in an organized, sci- 
entific manner. In this group may be included not only the high 
grade defective children but also those of borderline intelligence, 
and those who for diverse reasons may impress one as striving 
against conditions which are antagonistic to mental health and 
development. One must realize that the correct training of these 
children is a task directly dependent upon the successful fulfillment 
of a three-fold preliminary program, namely: physical well-being, 
social adjustment and psychiatrie or psychological diagnosis. 

Physical disease or deformity is a tremendous burden in child- 
hood, such somatic stigmata often being themselves severe enough 
to produce an accompanying mental disturbance or social malad- 
justment. Among such etiological factors may be mentioned mal- 
nutrition, endocrine disturbances, orthopedic deformities or paraly- 
ses, errors of retraction, calcium deficiency, speech defects and 
many others. If the body is to function at a maximum of efficiency 
and training and is to progress unimpeded, these remediable condi- 
tions must receive due consideration and treatment. 

The second factor, social handicap, must be broadly interpreted 
to include those things in the environment of the child which tend 
to defeat the training or educational program. It is generally 
agreed that the home in many instances is not the place of choice for 
rearing borderline or other problem children. In the first place, 
they remain in an environment which too often lacks a full compre- 
hension of the problem. Even though the home should be sympa- 
thetic it is likely to be of a sentimental type tending rather to 
destroy than to instill a feeling of adequacy and accomplishment. 
If there are siblings in the family who are of normal intelligence 
they are handicapped by the presence of one less gifted and must 
usually surrender to the will ot the unfortunate brother or sister. 


* Read at the annual meeting of the Special School Association, New York City, Nov. 15, 1929. 
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Few instructors, still fewer parents, are trained to properly handle 
this type of child in the home, while such a one is exhausting to 
parents because he usually demands an undue amount of time and 
attention. So one may include under ‘‘social handicaps’’ such 
things as unsympathetic parents, indulgent parents, too critical 
playmates, an antagonistic instructor, too difficult a curriculum, 
younger brother who is superior to the older, ete. Such conditions 
as these tend to product dissatisfaction; they destroy a feeling of 
security in the afflicted child and stimulate undesirable reactions. 

The third handicap—the psychiatric or psychological—must be 
carefully studied and completely understood if any program ol 
training is to be arranged. One should realize that a case of mentai 
retardation may be complicated by problems of misbehavior, by 
some type of neurosis or even by a juvenile psychosis. So-called 
problem children include a large mass who are poorly adjusted 
and, for one reason or another, have not been able to meet success- 
fully their environment and consequently have been adjudged 
asocial. Fundamentally, no child wants to be bad but rather all 
children thrive on contentment, praise and success. Now if for 
some reason these are withheld a child is apt to develop asocial 
means of attaining these ends. 

In a survey of over 250 children with behavior problems,’ all 
having I. Q.’s above 50, 213 of them (84 per cent) readily adjusted 
when placed in a less critical, more favorable environment. These 
children were enrolled in schools especially designed for the men- 
tally retarded, where, without further notice, the behavior difficul- 
ties spontaneously disappeared in from a month to several years’ 
time. Of the 41 others, some required the assistance of mental 
hygiene methods of treatment, while a few were gotten too late for 
rehabilitation, their habits of conduct apparently being too firmly 
rooted. Approximately 60 per cent of the entire group had been 
making no progress in school previous to this time. After simply 
changing the environment, correcting physical defect and placing 
these children in classes adjusted to their particular needs, over 
half of the former failures showed evidences of improvement, thus 
raising the percentage of school successes from 50 to over 70 per 
cent. 


1. Powdermaker, Florence—‘‘ Problems of Adjustment in Moron and Borderline Cases.’’ 
A survey carried on at Letchworth Village. Not yet published. 
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Occasionally one sees a neurosis or psychosis developing in child- 
hood. It has been demonstrated by a number of workers that the 
proper handling of these problems early, before the habits and 
behavior of the child have become fixed, will often prevent the 
inception of such anti-social conduct. Although we freely admit 
that there is much to be learned relative to these cases, still they 
are entitled to the advantages of our present knowledge and 
methods. 

Intelligence’ is not a definite homogeneous quality of mind but 
rather the unification of a great many diversified processes, such 
as attention, retention, recall, recognition, association, selection, 
abstraction, generalization, organization, ete. If innate intelli- 
gence is to be judged it must be done through the measurement of 
these qualities by some system such as psychometric test methods. 
In the final analysis, these tests are used to estimate the relative 
ability of persons through the caleulated level, extend and speed 
of their intelligence. This is done through the capacity of one: 

(a) Todo certain tasks at which the other fails (level) 

(b) To doa greater number of equally difficult tasks (extent) 

(c) Todo more rapidly tasks at which both succeed (speed) 


By the use of these psychological test criteria it is possible in 
early childhood to select those children with retarded intelligence 
and, with more or less confidence, plan for their future training. 
Circumstances place them in an environment planned for people 
with essentially normal intelligence. It is unjust to compel these 
impeded children to compete intellectually in schools designed for 
those who possess at least average mental endowments. Attend- 
ance at such schools by mentally handicapped children has the fol- 
lowing disadvantages : 

1. It gives them an improperly arranged and unbalanced curri- 
culum in which stress is laid on the purely academic subjects rather 
than on other phases of training. 


2. It places them where sensorimotor education such as the 
Sequin or Montessori type is not available. 


3. It causes them, because of the comparatively heavy schedule, 
to fall behind and lose interest. 


2. Thorndike, E. L.—‘‘The Measurement of Intelligence.’’ Teacher’s College, Columbia 
Univ., N. Y. C. 
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4, It lays the foundation for behavior disturbances and im- 
proper conduct since these are the only means of compensation at 
the disposal of the child. 

5. It not only irritates and distracts the instructor and other 
children but also develops a feeling of dissatisfaction or of inferior- 
ity in the unfortunate child himself. 

These mentally retarded children demand an especially arranged 
curriculum. The work in general must proceed at a speed commen- 
surate with their ability to grasp it and should be of a rather prav- 
tical type. The periods of study should be comparatively short 
with intervals of recreation. Industrial work should consume a 
iarge share of the time since it is in manual lines that these children 
ean excel and thus derive the greatest self-confidence and satisfac- 
tion. Classes patterned after the Sequin*® and Montessori‘ type in 
sensorimotor training have their place in such a school. Here 
brevity, simplicity and truth (earnestness) are virtues of infinite 
value in the education of these unfortunate children. New material 
must be presented in small bits easily understood, not in large, com- 
plicated masses. An adequate amount of individual attention is 
imperative. General muscular actvity of an organized type is valu- 
able followed by specialized training of groups of muscles such as 
hands and fingers. 


Education of the special senses—touch, hearing, sight, ete.,— 
should be attempted. Further improvement is encouraged through 
the stimulation of perception, imitation, memory, imagination and 
foresight. A schedule based on the above outline gives the follow- 
ing results: 

1. Keeps these children busy at something within their mental 
grasp and ability to understand. 

2. Stimulates the mental processes through the manual and 
sensory. 

%. Gives the children a sense of pride through a more immediate 
and obvious sense of accomplishment. 


4. Stimulates greater initiative and self-reliance. 
). Prevents the growth of indifference to training and education. 


3. Holman, Henry.—‘‘Seguin and His Physiological Method of Education.’’ Pitman, 
Sons, London, 1914. 


4. Montessori, Maria.—‘‘'The Montessori Method.’’ F. G. Stokes Co., N Y., 1912. 
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The successful execution of any educational program is directly 
proportional to the happiness of the children. Happiness in turn 
depends on a feeling of contentment and security which in turn 
comes back to and depends on the type of system used with the 
children. So the succession runs as follows: Proper educational 
program; feeling of security and success; happiness and content- 
ment. 

It is imperative that each child be carefully studied as regards 
his mental abilities, his physical condition, his social reactions. In 
other words the case must be analyzed and individualized so that 
the problems and difficulties peculiar to each child may be under- 
stood. Only then is it possible to outline a method of training that 
will squarely meet the inadequacies and tend to counteract them. 
Such systematic instruction should begin early in life and should 
both minimize the child’s disabilities and develop his available men- 
tal endowments. 

From such a program of special training and care it is reason- 
able to conclude several facts and expect certain results. 

1. The school is fitted to the child, not the child to the school. 

2. These mentally retarded children are removed from an 
adverse, critical environment and placed in one of cooperation and 
understanding. 

3. Their retarded minds are stimulated through manual and 
sensory activities rather than through purely academic work. 

4. By keeping these children interested, contented and busy 
there is not the tendency toward the development of asocial 
behavior. 

5. Since all the children in such a school are mentally handi- 
capped to some degree no child is embarrassed by his errors, nor 
discouraged by his mistakes. 

6. An inferiority feeling does not appear when all compete on 
equal terms. 


7. It removes a developmental handicap from the normal chil- 
dren in the family. 

8. On the whole the children are happy, well cared for, better 
trained and less prone to develop undesirable habits of conduct in 
such specialized schools of training. 


3 
| 
‘ 


THE PREVENTION OF MENTAL DEFICIENCY* 


BY HOWARD W. POTTER, M. D., 
ASSISTANT DIRECTOR, NEW YORK STATE PSYCHIATRIC INSTITUTE AND HOSPITAL 

All definitions of mental deficiency include social inadequacy as 
an important characteristic of the condition. This communication 
is therefore concerned with not only the prevention of intellectual 
defects per se but the peculiar social maladjustment of hypophrenia 
as well. 

Preventative work among mental defectives has much to con- 
cern itself with in the social adjustment of such handicapped indi- 
viduals and, like in other fields, childhood is the time for golden 
opportunities. All grades of mental defectives have what is for 
them a satisfactory level of adaptation. Even the idiot and imbe- 
cile can be prevented from exhibiting those sorts of maladjustments 
which make them problems in the home and in the institution. Early 
habit training and guidance in the molding of the personality has 
much to do with the ease with which they may be handled. Idiots 
and imbeciles, even as you and I, have an ego to be satisfied and the 
only difference is that we are so hard to satisfy. The satisfaction 
which springs from achievement, no matter how simple the task 
may be, provided it is consistent with the level of the ability of the 
individual, has great constructive value. 

Among the higher grades, the moron and borderline levels, again 
the same psychological principle holds—the ego must be satisfied. 
Early recognition of such handicapped children, with proper par- 
ental attitudes, suitable facilities for schooling and wise guidance, 
will usually result in a socially well adapted defective. 

Special classes, as they are constituted, vary in their efficiency. 
Much depends on the attitude of the school toward the special class 
and the versatility of the teacher in charge. Too often is the special 
class regarded as a dumping ground for a miscellaneous lot of 
problems throughout the school and it is not an unknown occurrence 
for some teachers to refer to the special class as a threat to the 
misbehaving or laggard child. However, the usual special class 
fails to secure the interests of the adolescent male or female moron: 
modified manual training and domestic science with a minimum of 
class room work would be of much value. In teaching these higher 

* Presented at Quarterly Conference at Albany, March 20, 1930. 
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grade children it must always be remembered that education 
has two dimensions—-height and breadth. The curriculum may 
have definite limits as to height or grade advancement but it is 
almost unlimited as to breadth or scope at any one level of advance- 
ment. 

Institutions, in order to justify the investment the State has. 
made, should be regarded as a means to an end, not as ends in 
themselves. They are properly termed schools and if they are to 
serve their purpose, schools they must be. To this end much care 
and forethought is to be used in advising institutional care and 
training. Low grade cases that can be handled at home should not 
be sent to an institution. As a matter of fact many homes can 
handle the low grade case much better than most institutions ean. 
Rehabilitation is the main function of the State school and the 
average State school is capable of returning to the community, in a 
socially much improved state, well over 50 per cent of all of those 
of a moron and borderline level admitted; 75 per cent of the 
cases who could be located after a period of several years following 
discharge, were found to have continued in a socially satisfactory 
level of adaptation. Thus our State schools may well be thought 
of as prevention agencies and should be used promptly for defee- 
tives exhibiting the first symptoms of a social maladjustment in 
which the environmental influences are difficult to modify and are 
fostering the development of unfortunate personality reactions. 

On approaching the prevention of defects of intelligence per se 
it is important to keep before us that a defective intelligence is a 
symptom, and not an entity by itself. It may be stated without any 
reservations that a respectable number of intelligence defects are 
the end results of infection and trauma. Encephalitic and men- 
ingitic processes are complications of all infectious diseases inelud- 
ing those not primarily involving the central nervous system as 
well as those affecting the central nervous system directiy. There 
are unmistakable indications already on the horizon which lead us 
to expect that not a few defects of intelligence which now seem 
obseure in their pathogenesis, and are regarded as primary or 
constitutional in their nature, will prove on further investigation 
to be the end result of an infection. Thus we find cases in which a 
syphilitic parentage has preceded a widespread hypophrenia in 
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the children—situations which previously were regarded as heredi- 
tary through so-called non-defective carriers of mental defect. 
Bronfenbrenner at Letchworth Village is well along in a problem 
which, from all indications, is going to materially change our notion 
about oxycephaly being a constitutional anomaly. He is also con- 
tinuing research on syphilis and we already know that a low grade 
syphilitic encephalitis being present at birth can simulate most 
faithfully a hypophrenic course. Other cases are seen who seem 
to have no concrete etiology for their mental defect other than a 
history of one or another of the more serious exanthemata; in such 
case we have felt somewhat insecure in stating definitely that the 
infectious disease in question was the forerunner of the mental 
defect. We now know that there is such a condition as ‘‘measles 
encephalitis’? because we have under study in the Institute, the 
brains of three children who died during the course of measles with 
encephalitic symptoms. We also know that microcephalus some- 
times follows irradiation of the pregnant uterus and that obstetrical 
accidents and accidents later in childhood resulting in severe head 
trauma make their contribution as well. The point in all of this is 
that a great deal of the prevention of hypophrenia is not ‘‘the pre- 
vention of hypophrenia,’’ but is, among others, the prevention of 
acute and chronic infectious diseases. It is not in the province of 
this paper however, to discuss such problems. 

No discussion of prevention in mental deficiency is complete 
without reference to segregation and sterilization. Both of these 
measures are directed toward the prevention of the so-called heredi- 
tary group. In passing it is to be pointed out that the phrase 
“so-called hereditary group’’ is used advisedly because the term 
hereditary is hardly justified scientifically in view of the fact that 
mental defect is not a unit characteristic. Only characteristics 
which have their origin in the chromosomal genes are hereditary 
in the language of biology. Hence to speak of hereditary mental 
deficiency as familial mental deficiency would be more in keeping 
with known facts. 

Segregation of cases of familial mental deficiency would be ideal, 
but just here is the Ethiopian in the wood pile, it is ideal, not prac- 
tical. Unfortunately those patients with familial mental defect 
are almost always of a moron level of intelligence, the majority of 
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them never get into an institution and the majority of those that 
do get into an institution make such a good adjustment and become 
so well trained industrially that they cannot be kept there. 

Sterilization is not a cure-all. Obviously it will not materially 
reduce the number of mental defectives in the next generation, 
By and large, it can eut down the number of individual cases here 
and there. Less and less of the high grade defectives are being 
admitted each vear to our institutions. Better community care in 
general is the underlying reason for this. Adequate community 
care has its profits in less overt antisocial behavior. Antisocial 
behavior, not the intellectual defect per se, is what brings the high 
grade defective to the institution. It certainly follows that with 
fewer and fewer high grade defectives, many of the familial type, 
being admitted to the institutions, the less effective will sterilization 
be in reducing the total number. Again let us remember that all 
strains of familial mental defect were not started somewhere, some- 
time, somehow in the fog of the dark ages past, but are being 
started here, there, everywhere in the enlightened twentieth century. 
Being human, we hope that sometime we will know how these fam- 
ilial strains of mental defect begin—then and only then, can we talk 
intelligently of the prevention of familial mental defect. In the 
meantime however, and it will probably be for a great deal of time, 
sterilization may be regarded as a useful and expedient measure. 
It would be too bad however, if sterilization were only regarded as 
a eugenic measure. As a matter of fact, it can be exceedingly useful 
as a measure for insuring a better social adjustment. No better 
instance of its value can be found than by the following illustrative 
and representative case. 

A well trained, well adjusted, yet emotionally immature female 
of the borderline level went out of the institution, married a steady 
going, reliable, semi-skilled mechanie and settled down into what 
appeared to be a happy, contented, married life. Both she and her 
husband worked. In the course of a year or so she became pregnant, 
During the latter months of pregnancy she had to quit work, thus 
cutting the family income almost in two. The labor was difficult, 
there was a stormy puerperum, financial] burdens took on a mush- 
room-like growth, and the situation soon required the intervention 
of charity. The patient’s intellectual defect and emotional imma- 
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turity deprived her of the resourcefulness characteristic of the nor- 
mal woman; the result—a social-economic situation liable to a com- 
plete collapse at most any moment. A tremendous strain is thus 
put on a personality none too secure at its best: a variety of unfa- 
vorable social and mental reactions are possible for each of these 
individuals. No mention has been made of the child as yet. What 
if it is of normal mentality? What kind of an environment is going 
to mold its personality? Sterilization indeed would have been a 
kindness to this couple. 

Much has been said about the danger of sterilization in that the 
fear of pregnancy as an inhibition to illicit sexual relations would 
be removed and the sterile girl become a source for the spread of 
venereal disease. Fear of pregnancy is not an inhibition to the 
feebleminded girl simply because she has not sufficient imagination 
to acutely appreciate such a consequence of the sexual act. Again 
the mental defective girl is not usually promiscuous and when occa- 
sionally she is promiscuous, sterilized or not sterilized is no concern 
of hers. Much is said of sterilization as a means of protecting 
society against the feebleminded, but as far as the mentally deficient 
girl is concerned, what she needs is protection from society. 

Sterilization may therefore be regarded as a prophylactic meas- 
ure, especially in the social sense of the term, to be used with dis- 
eretion and applicable to individual situations. It should be a part 
of the rehabilitation program of every situation where it will be 
of constructive value. 

In conclusion, mental deficiency has a mental hygiene of its own, 
which if properly applied, will prevent many an intellectually defi- 
cient individual from being a total loss to society and in many 
instances, insure a certain usefulness in spite of the intellectual 
handicap. 

The prevention of many cases exhibiting a defective intelligence 
is dependent upon social hygiene and the prevention of infectious 
diseases, 

Segregation is entirely impracticable. 

Sterilization should be available as one of the measures in the 
rehabilitation program for carefully selected cases. Its eugenical 


value has been overstressed while its social value has but rarely 
been recognized, 
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Finally, the prevention of mental defect will be entrenched only 
as rapidly as steady, persistent, research discloses, one after the 
other, the pathogenetic mechanisms and the fundamental natures 


of those various clinical conditions having a defective intelligence 
as one of their symptoms. 
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WHAT IS TO BE HOPED FOR IN THE PREVENTION OF 
CONVULSIVE DISORDERS* 


BY WM. T. SHANAHAN, M. D., 
MEDICAL SUPERINTENDENT, CRAIG COLONY, SONYEA, N. Y. 


The great and long continued interest in the title of this paper: 
is manifested by the voluminous literature issued since the earliest 
recorded history of the human race. When one considers the deep 
intricacies of the nervous system and the related vital structures, 
one is amazed at the possibilities for convulsive disorders occurring. 

‘*So little is known about the disease that any discussion which 
paves the way for more effective study is of particular value. There 
have been wide differences of opinion concerning its nature and 
origin. Little real progress has been made in the field of preven- 
tion. The problems which confront the investigator are always 
innumerable but there is little doubt that the present fund of 
knowledge can be greatly extended by systematic enquiry along 
certain lines.’’ The foregoing, quoted from the Bulletin of New 
York State Department of Health, February, 1930, refers to influ- 
enza but can be aptly applied to epilepsy. 

Time will permit only of naming some of the principal etiological 
factors which are still seriously considered in relation to convul- 
sive disorders: heredity, disturbances of pre-natal environment, 
birth injuries, mal-development during infancy, infections in early 
life, allergy, mal-nutrition, rickets, tetany, spasmophilia, head 
injuries, partial asphyxias, psychic factors, circulatory derange- 
ments, gastro-intestinal disorders, endocrine disturbances, puberty 
and adolescence, inadequate physical and mental hygiene. It is 
impossible to ascertain as to whether a considerable number of 
infants have not received brain damage, owing to complications 
during labor, even in supposedly normal cases, such damage being 
sufficient to prevent normal development, and in some to result in 
convulsive disorders. It is not the use of obstetrical forceps that 
necessarily causes brain damage, but the condition necessitating 
their use. 

If a definite structural abnormality of the brain is accepted as 
the basis of epilepsy, the prognosis is a gloomy one. If on the con- 
trary but a recurring disturbance in function consequent upon a 

* Presented at Quarterly Conference at Albany, March 20, 1930. 
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temporary alteration in structure is present in some of the 
epilepsies, the outcome is more favorable. 

Can present methods of treatment raise the threshold to exclude 
provoking factors thus reducing or banishing seizure reactions? 
What predisposing and precipitating factors are, with our present 
knowledge, controllable? If long continued and organic changes 
have occurred or there exists defective general development, can 
recurrence of seizures ever be prevented? 

S. A. K. Wilson is of the opinion that ‘‘ Epilepsy cannot call into 
being physiological processes that do not exist; at the most it can 
only distort or caricature the processes of the individual con- 
cerned. ”’ 

There seems to be present in such persons abnormal ‘‘convulsive 
capacity’’ varying enormously in different individuals and in the 
same person from time to time. It has long been appreciated that 
convulsions are precipitated either by a disturbance in the brain 
itself or in parts outside the brain that influence that organ. The 
exact cause of susceptibility to convulsions is as yet unknown. 
Spontaneous arrests of epilepsy are recognized. As time passes 
more and more so-called idiopathic convulsive disorders will be 
placed in the symptomatic group. 

If most epilepsies are accepted as due to heredity, similar or dis- 
similar, or to a congenital defect, or birth injury, then the hope for 
ever materially lessening the number of epileptics is not encourag- 
ing, as it is but to be expected that there will always be some of 
the human race presenting evidence of an abnormally functioning 
central nervous system and a certain number with imperfect, incom- 
plete and defective development of the nervous system and systems 
relating thereto, preventing their properly adjusting to life. How 
many are potentially epileptic? Are more symptomatic epilepsies 
remediable or preventable? 

A convulsion, according to Foster Kennedy,’ probably represents 
the gradual return of cortical control, the important factor being 
the preceding sudden cutting out of the highest level, the cortex. 
He refers to the spectrum of epilepsy which includes all convulsive 
phenomena. 

Buzzard’ regards all epileptic attacks light or severe as the 
outward sign of a permanent underlying nervous state inherent 
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jn a certain proportion of the population, and in a sense under 
entirely favorable circumstances, even the most stable of us might 
respond in a similar manner. A convulsion is a reaction of the 
individual to abnormal stimulation of various kinds. In fact, it is 
surprising there are not more when we consider the prevalence of 
convulsive reactions in conditions other than those labeled as epi- 
lepsy, e. g., puerperal eclampsia, spasmophilia, brain tumor, ete. 

Eventually, more convulsive reactions may be found due to car- 
diac disturbances where such is not even now suspected. Low blood 
pressure is seemingly the rule in institutional epileptics. Varying 
degrees of convulsive disorders and faints are observed accom- 
panying certain abnormally rapid or abnormally slow action of 
the heart. 

Severe throat infections provoke seizures. Brain damage in per- 
tussis predisposes to epilepsy. How prevent formation of seizure 
habit in such? Cerebral arteriosclerosis, especially when associ- 
ated with high blood pressure, causes convulsive seizures. 

Disturbance of the autonomic nervous system causes angiospasm 
or vasomotor instability and so produces seizures. How regulate 
to secure normal functioning? It has long been recognized that 
various brain lesions found in epileptics may be present in other 
individuals who have never shown similar symptoms. 

Claims for a specific physical and mental makeup in epilepsy are 
not generally accepted. Many do present a picture suggesting dis- 
ordered metabolism, e. g., coated tongue, peculiar unpleasant odor 
of person, hebetude, slowness of thought and action, low blood pres- 
sure and subnormal temperature. 

Some epileptic seizures as some psychotic states may be an 
attempt to retreat from the immediate environment. Are visual 
and auditory aurae a type of hallucination? Epilepsy may be eon- 
sidered a life reaction. As Strecker recently referred to many 
psychiatric imponderables, so might I to many phases of the 
epilepsies. 

Common experiences, e. g., night terrors, and certain dream states, 
associated with restless sleep closely resemble an epileptic reaction. 
Sleep starts—-myoclonie jerks—tics—choreiform movements all 
closely resemble the normal start made upon hearing an unexpected 
loud noise or witnessing a distressing situation, or even an unex- 
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pected pleasant one, e. g., meeting a near or dear friend or relative, 
Consider the emotional reaction to sudden good or bad news. 

A convulsive disorder should not be called an idiopathic epilepsy 
until every effort has been made to elicit a cause. 

In an editorial appearing in the Medical Journal and Record for 
February 19, 1930, referring to migraine, it was stated that “‘the 
subjects of migraine like those of epilepsy, are for the most part of 
an active, capable and intelligent type. Indeed, epilepsy is some- 
times present with migraine and the attacks of each disorder may 
alternate.”’ 

Many statements referring to heredity in nervous and mental 
disorders are but legendary, as Neil Dayton refers to the common 
thought on feeblemindedness. 

If such close physical resemblances in form and feature oceur, 
as they do, between parents and children, we may assume that 
tissues with similar tendencies in reacting to various influences are 
likewise transmitted, or are found in members of a particular fam- 
ily. We have as yet, however, no scientific acceptable verification 
that such is the situation with reference to convulsive disorders. 

Wilson’ says the hereditary factor is over rated and constitutional 
factor under rated. He believes that the secret of epilepsy resides 
in the qualities of the neural mechanism exhibiting discharge. 

Early figures referring to heredity causing epilepsy included 
rheumatism, tuberculosis, cancer in any relative, nervous and men- 
tal disease in remote or collateral branches and other factors of 
doubtful influence. 

May the influences so readily causing convulsions during early 
life reappear in after years? What induces long periods of free- 
dom from seizures in patients receiving no sedative, dietary or 
other definite treatment? Can a tangible existing cause be elicited 
in a considerable number of epilepties, if so, can it be removed or at 
least controlled? Is it not futile to expect that the number of epi- 
leptics can be very materially lessened until the remote period 
arrives when the physiology of the nervous system is more fully 
understood? 

Neurologists recognize the difficulty of estimating what is normal 
in reactions of the central nervous system, as we all depart from 
theoretical standards, in fact, what is normal in one, making it pos- 
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sible to adapt to a certain environment, could not be considered so 
in another under different circumstances. 

The symptoms of epilepsy are in certain respects very similar to 
the effects of alcohol, cocaine, veronal, paraldehyde, and other 
substances on certain people, i. e., there is much to suggest some 
chemical substance or substances acting recurrently on the central 
nervous system. 

Dr. Allan McDougall says, ‘‘ We know nothing about epilepsy— 
though much about epileptics—the physiology of the nervous sys- 
tem is still an infant, fanciful explanations are still permissible.’’ 

Following inflammatory conditions in the central nervous system 
there may be an accumulation of products of such inflammation, 
their absorption into cortical cells resulting in irritation and con- 
vulsive phenomena. The seizure may be an effort to eliminate 
such a toxin or one brought to it. Most investigators are of the 
opinion that associated with inflammatory process in the brain 
oceurs transient disturbance in the circulation with alterations in 
the chemical reactions in cortical cells producing epileptiform symp- 
toms, the seizure being initiated by anaemia of the brain. Con- 
vulsions may result from lesions in parts of the brain quite remote 
from the motor cortex. Convulsibility varies in different individ- 
uals and only those with such predisposition have convulsions com- 
plicating traumatie or inflammatory processes in the brain. Con- 
vulsive uraemia is more common in acute hemorrhagic nephritis 
than any other type. 

Stress or strain, whether physical or mental, lowers the threshold 
for nervous and sympathetic stimuli and causes hyperfunction or 
fatigue of portions of the autonomic system. Sleep restores this 
tonic action. Why then do many epilepties have seizures during 
sleep? When is there lessened formation of cerebrospinal fluid and 
consequently less tendency for edema of the brain to occur? What 
degree of faulty circulatory balance is necessary to produce seizures 
or to prevent occurrence? Convulsions are reported as occurring 
during anaesthesia and induced sleep. Muskens* says in epilepsy 
we have to regulate an organism whose normal reflexes have gone 
astray. He believes the phenomena associated with epilepsy are 
reversible. The earliest manifestation of epilepsy should insure 
prompt and correct treatment as is done for tuberculosis. 


99() WHAT IS TO BE HOPED FOR IN PREVENTION OF CONVULSIVE DISORDERS 


I agree with Lennox and Cobb that ‘‘The golden opportunity of 
the treatment of epilepsy is in its beginning. Much can be done to 
prevent and, in the early states, to relieve; but when a convulsive 
reaction has become a habit, it may not. Psychic trauma, ‘splinters 
in the mind’, no less than splinters in the brain, call for early treat- 
ment. Wider recognition of elements contributing to seizures will 
tend to prevent their development. Most information recorded 
regarding epileptics refers particularly to those in institutions, a 
comparatively small group. Much further study must be made of 
the extra-institutional majority.”’ 

Epilepsy is naturally considered a serious disorder, terrifying to 
patient and onlooker. The patient is constantly fearing recurrence 
of the seizure, which anxiety must play an important part in lead- 
ing to the subsequent attack. He should not center thought on 
seizures, but whenever possible, see himself a useful member of 
society. Difficulty in obtaining employment or a living results in 
depression and a sense of injustice. Repetition of emotional states 
connected with such situations largely causes the so-called epileptic 
mental makeup. Such conditions are observable in those we term 
normal people when there is no opportunity left for interest in the 
general routine of life. 

Discouragement must not be mistaken for deterioration. As a 
first offensive against seizures, the patient needs assistance in 
securing a quiet mind in a healthy body. 

In many epileptics, there may exist a highly emotional factor, 
which is associated with physiological and bio-chemical factors. 
Whatever produces convulsions must act through the central nerv- 
ous system. 

Kpileptics considered individually show a variety of disposi- 
tions as great as among other people. Fainting and the normal 
degrees of imperception, absentmindedness, and sleep are grada- 
tions of disturbance of consciousness as compared with different 
types of seizures. In the pre-seizure period, disturbances of con- 
sciousness commence with slight defect in power of attention 
through dreamy states to complete unconsciousness. The equiva- 
lent of a blush may occur within the skull or elsewhere in the body, 
headache appear suddenly, dry mouth occur in fear, pallor, flushing, 
altered heart beat and respiration, intestinal disturbance and other 
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symptoms occur in emotional states, so in some individuals a similar 
disturbance of the autonomic nervous system may cause seizures. 

If the cerebrospinal fluid contains convulsants at recurring 
periods, these by diffusion, or otherwise, may enter the cerebral 
cortex and convulsions follow. The maintenance of the acid-base 
equilibrium of the blood is a complex process involving excretory 
mechanisms, respiratory and circulatory tracts, body tissue, as a 
whole, to the blood itself. Precisely what ‘‘tissue’’ is actually 
involved in the regulatory functions remain to be ascertained.° 

Disturbances of metabolism reported in epileptics are found in 
non-epilepties. 

Quantity and quality of food and drink are closely related to 
many seizures. 

Fay believes that in proportion as it is possible to regulate 
cerebrospinal fluid production so as to not be above the threshold 
of the absorptive mechanism, convulsive states may be prevented. 
Dehydration treatinent is difficult to carry out as the method fails 
if there is even a slight deviation therefrom. 

Dandy® considers accumulation of cerebrospinal fluid observed 
in subarachnoid spaces and in enlarged ventricles compensatory, 
and that many of the most severe cases of epilepsy do not have an 
increase of fluid. 

May surgery relieve hemorrhage over, or in the brain, or both, 
in early infancy, or has permanent damage occurred almost imme- 
diately after such hemorrhage? The same force causing hemorr- 
hage bruises and destroys brain substance. If the child lives, it 
has an imperfect brain which shows itself by paralyses, convul- 
sions, mental defect, ete. Increased permeability of cerebral ves- 
sels causes edema of the brain which, if long continued, produces 
permanent damage. 

Absence of a lesion in the brain of the so-called essential epileptic 
has never been proven. Brain pathology as reported is inconstant 
and insufficiently verified. Many feel that changes reported are 
the effect and not the cause of epilepsy. Thorough neuropathologi- 
cal examination of large series of various types of convulsive cases, 
including those of short as well as long duration, should be made. 
Brain damage may be conceived as ensuing from circulatory dis- 
turbances, edema and altered nutrition incident to recurring con- 
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vulsions, therefore every effort should be made to prevent seizures, 
It is of interest to note the rarity of diabetes and exophthalmiec 
goitre in epileptics. Ketosis instead of being avoided, is now 
sought in an effort to treat epilepsy. 

It may be that in some epilepties at least, deficiency of function- 
ing of the liver has to do with the recurrence of seizures. Biochemi- 
cal investigations should be made as to alterations of blood, cerebral 
spinal fluid, ete., in relation to time of seizures. 


CoNncLUSION 


Continued studies in biochemistry and physiology of the nervous 
system, promise progress in developing acceptable and dependable 
methods of ameliorating and arresting epileptiform reactions. 
Early initiated treatment, especially in patients without evidence 
of organic defect in the nervous system, offers much. 

Insight, acceptance of a reasonably regulated life, cooperation 
and perseverance are essential for improvement. It has long been 
recognized that the failure to secure better results is frequently 
due to lack of persistent treatment of the individual as a whole 
and over a sufficiently extended period. 

Responsibility, sustained and reasonably diversified interests 
have seemingly a strengthening influence on the brain. Frequency 
of convulsions may ensue on enforced idleness, especially if indoors. 
‘* All work and no play makes Jack a dull boy.’’ We all know that 
proper equilibrium between bodily and mental activities is essential 
for health. What suffices for one person will not for another. It 
is an individual matter. Happiness and peace of mind lessen fre- 
quency of seizures. 

Improve, where possible, pre-natal care and obstetrical proced- 
ures, prevent acute infectious disease and grave nutritional dis- 
orders in children, guard against head injuries, broadly apply 
mental as well as physical hygiene, all these will result in more 
adequately meeting the problem of the convulsive disorders. 

Spratling, many years ago, maintained that muscular exercise 
was of exceeding value in the treatment of epilepsy, implying that 
energy was thus expended rather than in convulsions. In this 
connection, it is interesting to note the recommendation of Lennox 
for vigorous physical exercise to induce acidosis. ‘‘In the early 
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epilepsies, stagnation either of blood, of the bowel or of mental 
process, is a condition to be avoided.”’ 

If the original ideal for Craig Colony of selecting hopeful cases 
had been adhered to, the recovery rate would be much greater. Many 
admitted are markedly defective primarily with the convulsive 
phenomena as but a concomitant symptom. 

Because of lack of exact knowledge of the causes of the disorder 
in the majority of cases, curability depends upon what we under- 
stand as ‘‘epilepsy’’. In the absence of definite pathology, it is 
only a clinical syndrome which may be the manifestation of a 
variety of conditions some of which are curable. If the percentage 
of cures is based on epileptics other than those markedly defective 
and paralytic, the number of controlled cases would be considerable. 

Those interested are referred to the recent excellent comprehen- 
sive monograph of Lennox and Cobb, the forthcoming one of Tem- 
ple Fay, and articles by the many other investigators both in 
America and abroad. The wide interest in convulsive disorders is 
manifested by the numerous references in each issue of the Quar- 
terly Cumulative Medical Index. 

I am adding some extracts from recent personal communications 
referring to possible prevention of convulsive disorders. 

Dr. W. G. Lennox states: ‘‘The largest possible preventative 
measure would be in the limitation so far as possible of trauma at 
time of birth. As regards control through heredity, I do not be- 
lieve this plays as large a part in the non-institutional case as in 
the institutional patients. ’’ 

In a later communication from Dr. Lennox, he mentions control 
of early intracranial infections. He again states ‘‘heredity in non- 
institutional patients is very slight.’’ 

‘In analyzing 844 non-institutional cases, I find that occurrence 
of seizures in other members of the family is twice as great in 
patients without history of brain injury as in those with such a 
history. This would point to the importance of familial epilepsy. 
Analysis of our cases also shows a much higher incidence of epilepsy 
among first born than later born children due presumably to lia- 
bility to birth trauma among the first born.’’ 

Dr. Peter Bassoe says: ‘‘The hope of doing something to prevent 
convulsive disorders depends largely upon the attitude to research 
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taken by officials and private individuals. If New York will spend 
a penny on research for every dollar spent on custodial care, and 
if physicians and philanthropists will rally around people anxious, 
able and willing to carry on promising research, something may be 
accomplished. ’’ 

Dr. Hugh Patrick writes: ‘‘The question of prevention cannot be 
answered satisfactorily until much more is known about convulsive 
disorders. Epilepsy is rather closely related to migraine, infantile 
convulsions, ete. Convulsive disorders, excluding hysterical fits and 
psychasthenic attacks, exist because of the constitution, composi- 
tion, inherent susceptibility, idiosyncratic structure. Trauma, exo- 
genous poisons, ete., are only the spark which touches off the 
powder. How to make babies without the powder in their makeup, 
that is the problem.’’ 

Dr. Douglas A. Thom states: ‘‘The prevention of the convulsive 
disorders is a far less hopeless task than the medical profession in 
general is inclined to believe. Convulsions in children are evidence 
of instability of the nervous system. As Gowers stated, ‘Epilepsy 
is a self-perpetuating disease.’ Rickets and tetany are likely to be 
associated with convulsions. The incidence of convulsions among 
treated cases of rickets is very much less than in untreated.’’ 

Dr. M. G. Peterman believes it should be possible to practically 
eliminate convulsions due to tetany or spasmophilia, to reduce 
greatly the incidence of birth injury thus reducing the number of 
patients suffering from convulsive disorders. There is no prospect 
of great relief in treatment of encephalitis residue. In children 
early diagnosis and efficient treatment may be expected to yield 
extremely encouraging results. Continued convulsions without 
treatment tend to produce brain lesions, making treatment unsatis- 
factory. 

Dr. Irvine McQuarrie believes that infantile tetany is entirely 
preventable by proper diet, which includes abundant anti-rachitic 
vitamins (irradiated ergosterol or cod liver oil). Improvement in 
obstetrical practice and a campaign to reduce accidents in older in- 
dividuals will lessen the number of head traumas. Earlier and more 
rational therapy in suppurative types of infectious processes in 
and around the brain will reduce convulsive disorders. In the so- 
called idiopathic group, without organic lesions further knowledge 
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of the metabolic and more purely physiological disturbances retains 
hope for prevention. In some individuals, seizures would be pre: 
vented upon a dietary more nearly like that of the Esquimos, i. e., 
one which favors the maintenance of heat exchange at a low level 
and prevents the occurrence of alkalosis,—fat and lean meat, some 
raw and some boiled without salt, very little water drunk or snow 
eaten. Allowance must be made for the racial factor. Discourage- 
ment of marriage of individuals whose families exhibit a strong 
tendency towards nervous disorders.”’ 

Dr. J. P. Crozer Griffith mentions premature infants being 
extremely liable to intracranial hemorrhage probably due to weak- 
ness of the vessels in their undeveloped state. Prolonged delivery 
is generally recognized as liable to produce intracranial hemorr- 
hage. Avoid premature birth by special care in the pregnant 
woman, avoid too long continued labor. Repetition of convulsions 
in an apparently previously healthy child is usually due to fault in 
the digestive system, or spasmophilia. 

Dr. Temple Fay states: ‘‘ Major epilepsy is a symptom complex, a 
normal mass reaction of the cortical motor areas and integrated 
levels released to reflex activity. The convulsions, per se, may be 
considered in the light of a tendon reflex. Every normal individual 
has the possibility of this reaction under proper preparation of the 
motor levels to be discharged, in the same way that a normal tendon 
reflex may be obtained. The symptom complex is similar to that 
of diabetes, where a sugar free state may be obtained by proper 
diet. It is my distinct feeling, therefore, that those cases with men- 
tal deficiency are hopeless. The distinct impression has been that 
mental improvement, rather than deterioration, has occurred in 
cases where the major seizures have been controlled. Structural 
deficiencies of cerebrospinal fluid eliminating mechanism, the 
Paechionian Bodies, and venous drainage channels, where great 
anomalies occur in the idiopathic cases, may prove to be the ‘hered- 
itary factor.’ The remaining 80 per cent rest upon damage to the 
filter structures. ’’ 

“‘The hope lies in establishing a balance and threshold for 
fluids, within the individual capacity of the patient to properly 
handle the amount of cerebrospinal fluid produced and absorbed. 
As spinal fluid and tissue fluid depend upon the factors surrounding 
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water metabolism, this is the future problem for solution. There 
are also contributing factors such as increasing cerebral vascular 
circulation and drainage with the maintenance of proper oxygen 
supply at all times; correction of improper positions of the head 
and neck which may shut off venous circulation and thus favor the 
above cycle of events by the quick rise in intracranial pressure 
(Queckenstedt phenomena); the search for disturbing mechanisms 
of metabolism, elimination, absorption anomalies and structural 
defects, rather than ‘toxemias’, ‘colon disturbances’ (except as 
they effect absorption of fluids), ‘peripheral scars’, (except as they 
promote sensory stimuli), ‘uterine’, ‘gastric’, ‘liver’, and ‘ genito- 
urinary disturbances’, ‘psychogenic’ and “emotional’ as well as the 
thousand and one other causes, now being proclaimed, excepting as 
they may produce vasomotor and metabolic changes, which in the 
presence of increased supracortical fluid, constitute the cycle of 
events surrounding the convulsive state and the symptom complex 
ealled epilepsy.”’ 
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WHAT MAY BE HOPED FOR IN THE PREVENTION OF 
MENTAL DISEASE* 


BY HORATIO M. POLLOCK, PH. D., 

DIRECTOR, STATISTICAL BUREAU, NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 

Relief from disease constitutes one of the great hopes of mankind. 
To reach a state of abounding health is a principal goal of every 
individual; to achieve community health is a first aim of every 
county, city and state. With health the individual is free to seek 
the other good things of life; with health the community can devote 
its energies to constructive pursuits. Without health the progress 
of both individual and the community is greatly restricted. 

The quest for health began when our savage ancestors sought 
relief from mysterious pain and suffering, and has continued 
through the ages down to the present time. During the greater 
part of this long period the quest was a vain groping in the dark, 
a search for some power whose nature was shrouded in mystery. 
Being unable by his own efforts to obtain relief, and as no light 
could be obtained from experience or knowledge, primitive man 
had recourse to magic, and to various rites, sacrifies and ceremonies 
to appease the angry gods that were giving him so much trouble. 
His more civilized descendants down to comparatively recent times 
did but little better. They did a lot of thinking and guessing con- 
cerning the causes of disease but made little progress. All in 
all, the quest for health down to the beginning of the scientific era 
in medicine, about 1860, constitutes the saddest and most disheart- 
ening chapter in the history of the human race. The story is a 
familiar one but, strange to say, a large part of the people living in 
civilized countries are stiil seeking health through unscientific 
methods. Even more subject to condemnation is that large group 
of persons in every community that refuse to head the clear teach- 
ings of science but spread disease and death with no thought for the 
welfare of others. 

I mention these preliminary considerations because they have 
much significance in relation to the problem of the prevention of 
mental disease. No program for prevention can succeed unless it 


is based on definite knowledge and has the intelligent support of the 
community. 


* Presented at Quarterly Conference at Albany, March 20, 1930. 
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Our quest for mental health should ultimately be successful. It 
may be said to be already successful in large measure. Probably 
900 of each 1,000 persons on the average go through life with a fair 
degree of mental health. About 45 of the remaining 100 become 
patients in a hospital for mental disease during some portion of 
their lives. Many of the others constitute social misfits that are 
always with us. 

What ean be done about the unfortunate 10 per cent? With regard 
to some of these we can apply the thought of Artemus Ward that 
they would be better off if they had not been born. They are here, 
however, mostly as burdens on society. Ina few years they will be 
gone. Are we going to learn from experience or are we going to 
produce an equal proportion of mentally inadequate persons in the 
the next and succeeding generations? From the present attitude 
toward race improvement we can safely conclude that lessons of 
experience will go unheeded and that the crop of social misfits will 
not fail for many years to come. It is easy for eugenically-minded 
persons to point the way to the production of more perfect human 
beings but to obtain even a small degree of cooperation in any 
movement for race betterment seems beyond hope. 

Efforts to restrict marriage and to sterilize the unfit may be help- 
ful in small degree but their effect on the problem of mental dis- 
ease must necessarily be small. 

Fortunately more hopeful methods of prevention are available. 
Without waiting for the evolution of more perfect human beings, 
certain very promising lines of preventive work may now be under- 
taken. Some of these and their probable effects will be briefly 
discussed. 

1. Assistance in the development or adjustment of the individual 
so that he may successfully meet the issues of life. 

Although a preventive agency can do little to modify inherited 
characteristics, it can do much to help to develop to the full the 
innate capacity of the individual, be such capacity great or small. 
To secure the best results we must begin with the child but effective 
work may also be done with the adult. As a first step it becomes 
necessary to know the makeup of the individual, his intellectual 
status, his emotional reactions and his physical condition. The 
physical and social environment must also be taken into account. 
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It follows that the treatment must be adapted to the individual. It 
will naturally be most effective if begun before behavior disorders 
develop in the child or before mental disease develops in the adult. 
Such disorders may be cured and their recurrence may be averted 
but their prevention is a far greater achievement. 

The child guidance clinic which has developed during the past 
decade has become an effective agency in dealing with the more 
marked abnormal conditions and behavior disorders of children. 
Its influence is already widely felt and will undoubtedly become 
greater as the work develops. The training given parents in con- 
nection with the treatment of the child is of the utmost significance. 
If children could be reared under good mental-hygienic conditions 
and could be trained to cope with the difficulties of life in a rational 
way a large part of the mental disease and delinqueney problems 
would be solved. 

Parents; teachers and others that have a part in the training of 
the young should become familiar with the mental hygiene of child- 
hood and should endeavor to build up in the children who come 
under their influence proper habits of work and thought and of 
emotional response. The early-formed behavior patterns are of 
the greatest importance. They may serve to lift the child as he 
develops into places of prominence and usefulness, or may lead him 
into degradation and failure. 

Special training should be available to the child who is handi- 
capped by physical or mental defects. With proper guidance many 
a lame, blind or deaf child may become a self-supporting citizen; 
without such guidance the handicapped child is likely to develop 
psychopathic traits; and sooner or later become a dependent in an 
institution, 

The interest now being taken in mental hygiene by progressive 
parents and teachers augurs well for the future. We may confi- 
dently look forward to a time when young people will leave school 
well equipped to meet the difficulties of life, and to adjust to the 
most adverse conditions. 

2. Development of mental hygienic conditions in home, school, 
industry and social life. 

The first line of preventive action discussed dealt with the devel- 
opment of the individual; the second relates to the environment. 
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Here we are proceeding along the lines that have proved so effectual 
in the prevention of physical disease. We fortify the individual 
against infectious diseases by the use of various immunizing agents, 
but we do not stop there. We also take great pains to keep patho- 
genie germs from reaching the individual. For example, in the 
late war soldiers were given a vaccine to immunize them against 
typhoid fever. Care was also taken that the water supply and the 
milk supply of the army camp should be free from typhoid germs. 
These combined methods proved very effective in preventing 
typhoid fever in the American army. 

We have not yet acquired enough knowledge concerning mental 
hygiene to proceed with the assurance evidenced in our work 
against typhoid fever, but we do know quite definitely the differ- 
ence from a mental hygiene viewpoint between favorable and unfa- 
vorable environment. The front-line trenches in France probably 
constituted the most unfavorable environment for mental life that 
this generation has known. Few persons could long withstand such 
an environment. Fortunately in ordinary civil life such extreme 
conditions are not encountered. We do find, however, many dis- 
tressing conditions that undoubtedly contribute to mental disease. 
Among the commonest of these are poverty, dissension in the home, 
noisy and ugly surroundings, lack of congenial companions, dis- 
tasteful or unsuitable work, lack of wholesome recreation and other 
like conditions which cause frustration of hopes and general dis- 
satisfaction and discouragement. 

Strong personalities or those trained to overcome obstacles will 
survive such unfavorable conditions but others, finding the struggle 
too great, have recourse to a neurosis or may develop dementia pre- 
cox or manic-depressive psychosis. 

The problem in prevention here is one of early contact with fal- 
tering individuals and of giving relief of the right kind, not neces- 
sarily financial relief, but such change in environment or help in 
adjustment as may be needed to restore hope and courage. The 
problem is not a simple one as it involves many factors and may 
require the cooperation of several agencies in its solution. 

The work of Dr. V. V. Anderson in a great mercantile establish- 
ment* and the successful clinic work done by our own State hospital 
clinics show that much can be done to prevent the complete break- 

* Psychiatry in Industry, Dr. V. V. Anderson, 1929. 
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down of persons who find themselves sorely maladjusted or are 
unable to make their way against adverse conditions. As more 
experience is gained and as the relation of environment to mental 
health becomes better understood, we may expect much less mental 
disease from environmental causes. 

3. Elimination of the causes of organic mental disease. 

In considering the prevention of organic mental disease we can 
speak in more definite terms, as the relation of cause to effect is 
much better understood in organic than in functional mental 
disease. 

It is of course recognized that no strict line of demarkation can 
be drawn between the organic and functional psychoses. It is cus- 
tomary to use the term organic to designate those psychoses which 
accompany diseases or toxic states of the central nervous system. 
The whole organic group constitutes between 40 and 45 per cent of 
new cases. In 1929 among all first admissions to institutions for 
mental disease in this State, there were 4,098 organic cases, or 44.1 
per cent of the total. The group has notably increased in recent 
years. In 1920, the organic first admissions numbered 2,605 and 
the percentage of the total was 35.9. In the separate psychoses 


constituting the organic group the first admissions of the two years 
were as follows: 


Psychoses 1929 1920 
81 17 
With cerebral arteriosclerosis.......... 1,165 515 
With cerebral syphilis ................ 91 58 
With Huntington’s chorea ............. 20 15 
With other brain or nervous diseases.... 136 42 
20 20 
With other somatic diseases ............ 209 203 


The increase in some of the groups is quite striking and the need 
for preventive action is clearly indicated. 
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The extension of the use of automobiles has been accompanied 
with an appalling increase in accidental injuries and deaths. In 
1929 there were more than 31,400 deaths in the United States due 
to automobile accidents. The persons injured in such accidents 
numbered nearly a million. The increase in the traumatic group 
of first admissions from 17 in 1920 to 81 in 1929 indicates a trend 
that is likely to become more pronounced as automobiles become 
more common and the use of machinery more extensive. Greater 
safeguards for the protection of life, limb and brain are clearly 
indicated. 

Marked increases since 1920 in first admissions in both senile and 
arteriosclerotic psychoses are noted. In the former group the 
increase corresponds fairly well with the advancing average age 
of the population but the increase in the arteriosclerotie first admis- 
sions from 515 cases in 1920 to 1,165 in 1929 points to factors other 
than that of a change in age distribution of the population. Research 
as to the causes and prevention of arteriosclerosis is greatly needed. 

We come now to the syphilitic psychoses. In 1929 there were 907 
general paralysis and 91 cerebral syphilis first admissions as com- 
pared with 882 and 58 respectively in 1920. Seventeen years have 
elapsed since spirochetes were first found in the brains of pareties 
and 20 years have passed since Ehrlich discovered salvarsan. Had 
health departments during these last two decades taken as active 
measures to prevent the spread of syphilis as they have taken to 
cheek typhoid fever and smallpox, the annual number of syphilitic 
eases among first admissions would have markedly declined. 
Instead, there were 177 more new syphilitic cases admitted to our 
hospitals for mental diseases in 1929 than there were in 1913. 

Two lines of action are here indicated; first, exercise of every 
known means to check the spread of syphilis, secondly, prompt 
treatment of cases in the initial stage of the disease to prevent the 
later development of neurosyphilis. A disease as serious as this can 
never be eradicated by palliative methods. 

The new cases of alcoholic mental disease admitted to the insti- 
tutions for mental disease in this State in 1929 numbered 573, as 
compared with 147 in 1920. The low figure of 1920 indicates the 
possibility of prevention of this group of disorders. The matter 
presents special difficulties as society is divided as to the best 
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methods of controlling the liquor traffic. In the meantime the trend 
of alcoholic mental disease among males is upward. 

Drug psychoses are comparatively few and are not increasing. 
Psychoses with encephalitis lethargica have come into prominence 
in recent years. In our civil State hospitals the first admissions 
with this psychosis increased from 13 in 1920 to 77 in 1929. As the 
disorder is more prevalent among children than adults and com- 
monly persists for long periods its importance is far greater than 
the number of first admissions would indicate. Measures are taken 
to check the spread of the physical disorder but effective means to 
prevent the psychotic sequela have not been devised. 

Theoretically prevention of a large part of the organic forms of 
mental disease is possible, but thus far little progress in their 
elimination has been made. 

4, Dissemination of information pertaining to mental hygiene. 

Although no specific methods for the prevention of the functional 
mental diseases are available, it is generally believed that much can 
be accomplished by the application of known principles of mental 
hygiene. We have already referred to the use of such principles 
in the training of children and in the adjustment of adults, but up 
to this time comparatively few persons have acquired a working 
knowledge of mental hygiene. That such knowledge would be 
welcomed by many is evidenced by the avidity with which mental 
hygiene literature is sought when made available. 

The only way the great mass of young people can be reached is 
through the schools. Already mental hygiene courses are given in 
many colleges and normal schools and in a few high schools. Newer 
textbooks in hygiene deal with both physical and mental hygiene 
and other teaching material in mental hygiene can easily be 
obtained. It seems probable that in a few years the general facts 
and principles of mental hygiene will be common knowledge. To 
what extent such knowledge will be utilized for the improvement 
of mental health and the prevention of mental disease ean only be 
conjectured. 

In closing I wish to sound an optimistic note. We have at various 
times indulged the hope that preventive methods might greatly 
reduce the rate of incidence of mental disease. Some palliative 
measures have been tried and the rate has continued to advance. 
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We have definite evidence, however, that in many incipient cases 
of mental disease frank psychoses have been averted; children with 
serious behavior disorders have been adjusted; industrial misfits 
have been transformed into successful workers; the possibility of 
preventing many organic diseases has been demonstrated; and a 
great multitude of persons are living happier and more efficient 
lives because of their knowledge of mental hygiene. 

Jf these results have followed feeble and transitory efforts, can 
we not hope for greater success as we gain experience and knowl- 
edge and as our preventive agencies are multiplied. 
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BRAIN TUMORS* 


Their Pathology, Symptomatology, Diagnosis and Prognosis 
BY LEO M. DAVIDOFF, M. D. 


Part I 


INTRODUCTION 


In his Cavendish lecture on ‘‘The Meningiomas’’ in 1922, Dr. 
Cushing declared that ‘‘the time has long since passed when we 
could hope to advance our knowledge of intracranial tumors to any 
great extent by considering them as a whole.’’ The truth of this 
declaration is obvious to anyone acquainted with the voluminous; 
literature devoted exclusively to any one of these various phases 
of the subject. One may either look upon them from the histo- 
genetic standpoint no matter what their location, or one may study 
the effects of tumors of all kinds occurring in one situation, or 
finally devote one’s efforts in a single study to a specific type of 
tumor in a specific location. A monograph on brain tumors, will, 
therefore, not turn out to be a very closely constructed essay. The 
divisions, whether chosen along cross-sectional or parallel lines, will 
remain more or less independent units belonging together only by 
virtue of their common general topic—tumors of the brain. There 
will necessarily follow a certain amount of repetition and restate- 
ment of the same facts but from different points of view. This, 
however, can serve the purpose of re-emphasis and thus justify its 
occurrence. 

Apologies may perhaps be necessary for the whole undertaking. 
The only one which the author wishes to make is that the very spe- 
cialization in different aspects of brain tumors in the literature 
leaves the medical student, the general practitioner, the neurologist, 
or whoever else is interested in brain tumors as only part of his 
field of endeavor, the alternative of either missing much that is 
important in connection with intracranial neoplasms or devoting 
himself exclusively to their study, unless an occasional summary 
such as this appears, to bring together the salient facts in relation 
to the newest developments. 

No attempt has been made, in the following pages, to be exhaus- 
tive. Much that has been written in the past, which is now only of 
historical value, has been left out, and a great deal of contemporary 


* This study was aided by a grant from the Emanuel Libman Fund. The pathological material 
was drawn largely from the collection of the New York State Psychiatric Institute. 
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literature which contains old facts that the authors happen now to 
be learning for the first time, has not been included in the reference, 

Etiology of brain tumor, being entirely speculative, has not been 
dealt with separately. Treatment has been touched upon for the: 
most part only in so far as it affects the prognosis. Neither neuro- 
surgery nor radiotherapy, which are the chief implements of com- 
bat, can be learned by recipe. 

The chapter on pathology has received special emphasis, since it 
is becoming ever more obvious that brain tumors cannot be collee- 
tively considered as a disease, but that different histogenetic types 
of brain tumors each represent an individual disease which has 
only this in common with other varieties of brain tumors, that they 
are all located inside the cranial cavity. It is just as important, 
therefore, to know the type of brain tumor one is dealing with for 
purposes of diagnosis, therapy and prognosis, as it is to know 
whether a patient presenting primary gastric symptoms is suffer- 
ing from cancer, ulcer, benign adenoma, or perhaps syphilis of the 
stomach. The greatest progress in recent years has been made in 
our knowledge of the gliomatous tumors; their classification has, 
therefore, been particularly stressed. 

In the diagnosis, something more than brief mention has been 
made of the part played by roentgenology, not only in its simple 
form, but aided by the various attempts at improving its worth— 
especially by means of air, but also other, injections. All these aids 
are helping to refine our power to diagnose and localize intracranial 
tumors. But the mainstay of diagnosis is still, as it always will be, 
a thorough understanding of intracranial physiology, an intimate 
knowledge of cerebral anatomy, coupled with a discriminative mind 
and a wide experience. 

The prognosis of brain tumor is dependent upon so great a 
variety of such unstable factors that little that appears true today 
will be as true in ten years from now. One may, therefore, justifiably 
exalt prediction to a level as high as that held by statistics derived 
from past experience. The nature of the various tumors will un- 
doubtedly not change, but judging from the past, and especially the 
present progress in the ways and means of circumventing the nature 
of these tumors to the advantage of their hosts, it may not be too 
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optimistic to prophesy that a large percentage of intracranial neo- 
plastic diseases will some day be amenable to cure. 

No amount of care can prevent omissions of many important 
points especially when so large and intricate a field has been con- 
densed into a thesis of this modest size. The bibliography may, it 
is hoped, lead the reader directly to the proper sources in order that 
he may fill out the gaps for himself. It is not an all inclusive bib- 
liography but a carefully selected one. It consists, for the most 
part, of references to writings based on experience with large 
amounts of material. Single case reports, unless of very rare 
conditions, were usually not included. 

The note which the author should like to sound both at the begin- 
ning and the end of this thesis is one of hope, a hope not only for 
progress along the present lines, but for some, as yet unfathomed, 
source of power which will make not only the curable tumors of the 
brain, curable at a lesser risk, but the hopeless ones of today amen- 
able to cure in the future. 

PATHOLOGY 


In the following chapter on the pathology of brain tumors, the 
space allotted to any given type of growth is often out of propor- 
tion to its importance. This was consciously done for the reason 
that there is a natural tendency, in our busy lives, to make our- 
selves acquainted with the commonest lesions and let the rare ones 
go. The result is often that the unfortunate patient, having a rare 
tumor, derives only the questionable benefit of being reported in the 
literature, posthumously, in return for his faith in our healing 
power. 

This is a sensitive point with many who are devoting themselves 
to the limited subject of neurosurgery. For the relative infrequency 
of all brain tumors has caused them to be neglected by the medical 
profession at large for the greener fields of heart, lung, stomach 
and kidney diseases, with the result that diagnoses are still woe- 
fully wrong and treatment tragically inadequate. 

The order in which the tumors are discussed is also not alto- 
gether according to their frequency or importance but follows 
rather an attempt at a logical grouping of neoplasms from without 
inward—beginning with the tumors of the skull and ending with 
those occurring within the cerebral substance itself. 
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It is essential, nevertheless, to keep in mind the relative inei- 
dence of the various tumors which is illustrated by the following 
tables quoted from Cushing’s statistics, as representing the largest 
single collection of brain tumors, and compared with the series at 
the Psychiatric Institute of New York reported by Davidoff and 
Ferraro." 


TABLE I 
Peter Bent Brigham Ifospital, Boston, Psychiatric Institute of New York, 
up to October 1, 1926 up to July 1, 1928 

Percent Percent 
Pituitary tumors ...........000- 19.9 5.3 
12.5 30.6 
Acoustic neuromas............... 9.5 2. 
Blood vessel tumors .............. 1.9 0. 
1.3 0. 


It is obvious that in both series the gliomas make up nearly half 
the total number. The remaining 52 to 57 per cent are somewhat 
differently distributed in the two series. Whereas in the Boston 
collection nearly 20 per cent is represented by the tumors of the 
pituitary body and about 12.5 per cent by the meningeal tumors, 
in the New York series the meningiomas make up 30 per cent of the 
total, while only 5.3 per cent are pituitary tumor. The discrepancy 
is explicable on the basis of the fact that meningiomas are fre- 
quently ‘‘silent’’ tumors even after reaching great size and may 
eventually give origin—especially if located in the frontal region— 
to symptoms leading the patient to a psychiatrist rather than to a 
surgeon. The high percentage of hypophyseal tumors from the 
service of Dr. Cushing is a local variation owing to the special inter- 
est taken in conditions associated with these growths in the Boston 
clinic. In this we are borne out by the fact that Tooth’ in a series 
of 500 eases of brain tumor from a general neurological clinic found 
only 3 per cent located in the pituitary gland. It is obvious then, 
that a majority of brain tumors are gliomas, about one-fifth, on the 
average, are meningial tumors, while all the other varieties are 
included in the remaining 20 to 30 per cent. 
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In the strictest anatomical sense many intracranial tumors giv- 
ing rise to cerebral symptoms are neither in nor of the brain. But 
since, clinically, these growths make up a large proportion of cases 
of so-called brain tumors, a consideration of their morphology is 
properly part of a chapter on the pathology of cerebral neoplasms. 


EXTRACEREBRAL ‘TUMORS 


Tumors of the Skull. Osteomas: The hones of the skull, particu- 
larly about the middle ear, the nasal cavity and its accessory sin- 
uses, and the orbit are frequently the favorite seats of bony tumors. 
Many of these provoke no cerebral symptoms but occasionally they 
produce intracranial complications. Thus in 1927 Cushing® 
reported four cases of osteomata arising from the ethmoidal cells 
all of which came to him with brain tumor symptoms. Over the 
cranial vault enostoses may occasionally be found that may press 
upon the underlying brain. 

In addition to bony tumors arising from the skull directly, it is 
not uncommon to find ossification in the dura and especially the 
falx cerebri. These are, however, usually symptomless. Hyper- 
ostoses associated with meningeal tumors are of themselves usually 
not significant symptomatically, but serve as very valuable indica- 
tors upon X-ray films of the shadowless growths benvath. 

The very rare primary malignant bone tumors of the skull oceur- 
ring alone or sometimes in association with Paget’s disease seldom 
lead to cerebral symptoms until late in the illness. 


TuMoRS OF THE MENINGES 


Meningiomas (dural endotheliomas): These are extracerebral, 
usually encapsulated, tumors which may attain a very large size, 
although little ones, only one or two centimeters in diameter, are 
frequently found unexpectedly at the post-mortem table. A large 
majority of them tend to be globoid in shape but often have pro- 
tuherances on their surfaces which may grow in size upon an 
original narrow pedicle until—as they approach in mass, the pri- 
mary tumor itself—the entire growth acquires an hour-glass 
appearance. They usually merely indent the underlying cortex 
which, however, owing to pressure from the tumor’s slow growth 
often hecomes atrophic or may even necrose. This slow growth 
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may permit an adjustment within the cranial cavity to the tumor 
mass, Which may thus reach a size of 150 to 200 grams without giv- 
ing rise to any, or to only minor, symptoms. 

Next to the spherical meningiomas the second commonest type 
making up nearly all the remaining ones, are the flat, spreading 
meningiomas, most frequently found along the basal meninges. 

The meningioma is characteristically adherent to the dura 
and has very definite seats of predilection. These seem to follow 
the distribution of the arachnoid villi from which the meningiomas 
are believed to arise. Cushing’ brought this out very well in some 
projected superimposed drawings (Figs. 1-4) of 85 verified mening- 
iomas. These drawings show that the tumors are inclined to be well 
forward in the cranial cavity both on the base and vertex and are 
particularly numerous along the distribution of the meningeal ves- 
sels and longitudinal sinus. Certain characteristic, although not 
necessarily common situations, such as the olfactory groove, the 
suprasellar area, the Sylvian fissure, ete., which result in fairly 
definite syndromes, will be discussed later under symptomatology. 

One peculiarity of meningiomas of practical value in their diag- 
nosis and localization is their tendency to provoke a reaction in the 
overlying bone which can often be demonstrated on the roentgeno- 
gram. Cushing” found this to be true in 25 per cent of 80 verified 
meningiomas. Those tumors located parasagitally and those aris- 
ing from the temporo-frontal meninges adjacent to the sylvian eleft 
seem more likely to be associated with these hyperostoses than sim, 
ilar tumors located elsewhere. Of the two varieties previously men- 
tioned, the globoid and flat meningiomas, the latter are more 
commonly accompanied by bone reaction. The changes in the 
bone may vary from a mere increase in normal bony substance with 
widened diploetic channels to a large mass consisting of tumor cells 
among which a few bony spicules which have escaped absorption 
are still present (Fig. 5). The latter produces a roentgen picture 
closely resembling primary bone sarcoma. 

Cushing believes that the increased pressure within the skull 
crowds the tumor cells through the vascular dural channels and 
then into the bone canaliculae. This he believes causes osteobastic 
proliferation with the resulting hyperostoses. Kolodny, how- 
ever, calls attention to the fact that the flat meningiomas which 
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Fig. 1. To show the areas of dural attachment of the meningiomas in Dr. Cushing’s 
series, in their relation to the major sinuses of the basal meninges. (From 
Cushing®’, Fig. 13.) 


Fig. 2. To show areas of dural attachment of the meningiomas and their relation to 
the dural sinuses on the left lateral aspect of the brain. (From Cushing, 
Fig. 14.) 
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Fig. 5.) To show areas of dural attachment of the meningiomas and their relation to 
the dural sinuses on the right lateral aspeet of the brain. (From Cushing®:, 
Fig. 15.) 


> Fig. 4. Superior view of the meninges, showing the tendency to an anterior disposition 
of the tumors and the prevalence of their origin from the lateral expansion of 
the sinus sagittalis. (From Cushing®3, Fig. 16.) 
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have the greatest amount of proliferation of bone, have the least 
invasion of this bone by tumor cells. He thinks that ‘‘the bony 
proliferation precedes the actual infiltration of the bone by the 
tumor cells, and probably is a result of an early, slowly progressing 
dilatation of the blood vessels in the portion of the cranium over- 
lying the meningiomas, while the subsequent infiltration of the bone 
by tumor leads to bone destruction.”’ 

The freshly cut surface of a meningioma may be reddish gray, 
gray, or almost white depending on the degree of vascularity. Some 
are soft and succulent, others are firm or even tough owing to the 
presence of considerable fibrosis. Very frequently, either because 
of a very vascular stroma or an actual transition of the tumor to 
an angioblastic character, it is riddled by larger and smaller ves- 
sels, making its surgical removal very difficult. Because of fre- 
quent calcium deposit within the tumor it may feel gritty when cut. 

Microscopically the characteristic tumor cells vary considerably 
from case to case. The type cell may be long, spindle-shaped, or 
shorter, thicker but still fusiform, although occasionally approach- 
ing a cuboidal epithelial-like appearance. 

Ordinarily the tumor cells appear in rounded masses which are 
separated from each other by a vascular connective tissue stroma. 
But in the more slowly growing tumors the stroma becomes inti- 
mately intermingled with the tumor cells, resulting in a picture 
resembling a fibrosarcoma. A characteristic feature of the archi- 
tecture of these growths, although by no means present in all of 
them, is the so-called whorl-formation (Fig. 6). This is merely a 
tendency on the part of the cells to wrap themselves around each 
other in concentric layers like the layers of an onion. Sometimes 
instead of a tumor cell at the center of some of these whorls a small 
strand of collagen tissue or a blood vessel may be found. Such 
whorls are often elongated or irregular instead of spherical. They 
are likely to occur in the neighborhood, or actually within the dura, 
and are believed by Mallory**’ to be cellular hyperplasia around 
necrotic bits of invaded dura (Fig. 7). Still other whorls exist 
which contain one or more tumor cells at their centers and these are 
surrounded by fibroblasts and collagen fibrillae. Often the cells 
within the centers of the whorls degenerate, or the entire whorl 
may undergo hyaline transformation. Frequently lime salts become 
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deposited in these hyaline masses causing the gritty feeling on sec- 
tioning already described. This characteristic is the reason for the 
name psammoma sometimes applied to these tumors. 

Craig* reported 11 meningiomas out of 56 operated at the Mayo 
Clinie which presented a rapid development of symptoms or a 
rapid exaggeration of slowly progressing symptoms. They proved 
histologically to be, to a certain degree, invasive tumors, consisting 
of embryonic cells without whorl-formation and showing among 
them a considerable number of mitotic figures. He looked upon 
these growths as ‘‘malignant intracranial endotheliomata.”’ 
Schaltenbrand and Bailey’ have considered the malignancy of 
these meningeal tumors upon the basis of the relation that normally 
exists between the places in the brain where the glia and connective 
tissue meet—the so-called piagliamembrane. They feel that while 
among the gliomatous tumors the integrity of the piagliamembrane 
depends upon whether the glia cells are capable of controlling the 
connective tissue, in the case of the pial tumors, the maintenance of 
this membrane depends upon whether the connective tissue is still 
sufficiently differentiated in order to subject itself to regulation by 
the glia. One may thus establish an ascending series of malignancy 
from the meningiomas through the perivascular endotheliomas to 
the perivascular sarcomas which finally no longer respect the lim- 
itans gliae. 

Although it is apparent in spite of the widely differing picture 
presented by these tumors that they are all very closely related, yet 
these variations have evoked much speculation and a great diver- 
sity of names selected by different authors best to express their 
individual opinions. Thus Cruveilhier* in 1835 corrected the views 
of his predecessors who ealled this neoplasm fungus durae matris 
by renaming it ‘‘tumeur cancereuse des meninges.’’ Later still it 
became known as a fibroplastic tumor of the dura, and in 1859 
Virchow™ separated off that group of meningiomas bearing cal- 
cium deposits to which he gave the name psammoma. Ch. Robin™ 
(1864) came nearer to the present conception of the nature and 
origin of these neoplasms, but the name serous epithelioma which 
he suggested was overlooked by his generation which followed the 
brighter light of Virchow. The latter, allowing a separate place 
for the psammomas, classified the bulk of these growths as sarcomas 
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Fig. 5. Diagrams of the various ways in which the meningiomas affeet the overlying 
hone. (From Cushing’, Fig. 12.) 
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Fig. 6. Meningioma (Dural endothelioma), showing two types of whorl formation. 
(Mallory142, ) 
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of the dura mater.’” It soon became evident, however, that the 
tumors thus classified failed to share any very marked malignant 
characteristics with true sarcomas and the term sarcoma, unmodi- 
fied, was seldom used to describe them thereafter. 

Golgi®* (1869) brought some order into this chaotic state when 
he conceived the origin of the growths to be from the lining cells 
of the dura and made use of His’ new term endothelium as opposed 
to epithelium in coining the name endothelioma. The following 
decades, however, brought further confusion into the field. 

In 1902, M. B. Schmidt*”® returned to the views of Robin, and was 
able to show by means of serial sections that the likeliest origin of 
most of these tumors was the ‘‘endothelial’’ cell groups covering the 
arachnoidal villi which pierce the inner layers of the dura. 
Mallory**’ too, accepted this viewpoint. He believed these cells to 
be fibroblastic in nature rather than endothelial, however, and was 
able to prove the formation of fibroglia, collagen fibrils and elastic 
fibrils by the tumor cells, and suggested the name arachnoidal 
fibroblastoma. Later (1927) Penfield,’ confirming Mallory’s find- 
ings, suggested the term meningial fibroblastoma instead of arach- 
noidal fibroblastoma. Weed*”? also was able to demonstrate in cats 
every transition between normal arachnoidal villi and true endo- 
thelial tumors. Finally Casper* reported three human cases in 
which he found not only the presence of gross meningeal tumors, but 
diffuse microscopic growth among which the transition between nor- 
mal arachnoidal villi and neoplasms was easily demonstrable. 

Since the term endothelium is very questionably correct for the 
cell lining of the meninges and since it is really not certain whether 
the tumor origin is from the inner layer of dura or outer layer of 
arachnoid, or whether the type cells are really true fibroblasts or 
only cells, having perhaps even an ectodermal origin, but capable 
of forming connective tissue extracellular elements, Cushing”, in 
1922, proposed to settle the dispute over the name by calling these 
tumors meningotheliomas or better, meningiomas which has the 
advantage of being correct, no matter what the embryonie origin 
of the cells may eventually prove to be. 

Of his series of 185 meningiomas, Cushing and his collabora- 
tors’® found about 90 per cent to conform histologically to the well 
recognized mesotheliomatous (endotheliomatous) type. A few 
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showed fibroblastomatous characteristics recalling the tumors 
described by Mallory and Penfield; others, tendencies toward rapid 
growth and malignancy, and three, although presenting all the 
gross characteristics of meningiomas, microscopically revealed pie. 
tures almost typical of true hemangioblastomas. These three 
tumors were all located in the occipital lobe, and were all highly 
vascular, and rapidly growing. They were found to be richly eellu- 
lar growths, with pale, chromatin-poor nuclei scattered in a lightly 
staining syncitium. True giant cells and frequent mitotic figures 
were present in them. Characteristic of them was a very richly 
ramifying system of capillaries-—often collapsed, usually empty, 
but sometimes filled with blood. In Perdrau’s silver preparation 
fine strands of reticulin permeated the tumor in all directions and 
were found in most intimate contact with the tumor cells. 

In order to fit these different types of tumors into a common 
scheme, the authors of the last mentioned paper conceive of the 
primitive meningeal mesenchyma as the common origin for the fib- 
roblasts, mesothelial cells and angioblasts of the leptomeninges and 
each of the last named cells as type cells for the different varieties 
of meningiomas. Schematically they present it as follows: 


Undifferentiated leptomeningeal mesenchyma 


(meningoblasts ) 
Fibroblasts Meningothelium Angioblasts 
(fibroblastic (mesothelium ) (angioblastis 
meningiomas ) (mesothelial meningiomas ) meningiomas ) 


Circumscribed Hematomas: Although not a neoplastic tumor, 
the chronic subdural hematoma may give rise to symptoms closely 
resembling those of an actual new growth, and its pathology should 
be here considered among the other extracerebral tumors. 

Different writers have attempted, according to their own lights, 
to explain the etiology of the presence of a mass of material con- 
sisting largely of organizing blood clot attached to the undersurface 
of the dura. And each one has seen the morphology of this condi- 
tion according to his own conception of the etiology. The first 
important contribution to the subject was by Virchow.’* He vis- 
ualized the dura in certain individuals, especially among the insane, 
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as chronically inflamed on its inner surface over localized areas 
with a resulting exudation of a thin layer of fibrin. Capillaries, he 
believed, grow out of the dura into this film, and these in turn give 
origin to blood cells and fibrin which then become organized, so 
that in the course of time a large subdural mass is heaped up dis- 
placing the brain. This new tissue is very vascular and the vessels 
very thin-walled, producing often, massive hemorrhages. Virchow, 
named the organizing fibrinous masses pachymeningitis chronica 
interna; those showing an excess of blood he called pachymenin- 
gitis hemorrhagica, while those consisting chiefly of saes filled with 
bloody fluid, dural hematomata. If the bloody fluid had already 
changed to colorless serum within the sac he employed the term 
hygroma of the dura. 

Virchow believed it theoretically possible that a subdural hem- 
orrhage might occur independent of a preceding inflammation as a 
result of trauma to large vessels, or spontaneously, in hemorrhagie, 
cardiac or vascular disease. He supposed that a clot arising in this 
way would result in a different histological picture from the pachy- 
meningitis above described, but he had apparently never encoun- 
tered such a ease. 

From the time of Virchow until now the controversy has con- 
tinued over the question as to whether the lesion arises as a result 
of inflammation, complicated by hemorhage, or primary hemorr- 
hage followed by organization of the clot. The names of many 
workers might bv mentioned partaking in this controversy, but the 
most thorough and lucid discussion since Virchow is by Ford Rob- 
ertson’™ to which the reader may profitably refer. Robertson, too, 
subscribed to the belief that traumatic rupture of pial veins could 
give rise to this condition and presented three personally observed 
cases. In his opinion, however, the majority of cases arose from a 
combination of obstruction of the subendothelial capillaries due to 
a proliferation of the perivascular cells and an increase in blood 
pressure resulting in a rupture of these blocked capillaries. 

While it is thus obvious that pathologists and psychiatrists who 
have chiefly dealt with this problem have been concerned for the 
most part with the spontaneous lesions arising most commonly 
among the insane, the type of lesion of special interest to the neu- 
rologist and neurosurgeon is that usually following a history of 


<= 


246 BRAIN TUMORS 


trauma, since it is the latter which is the more likely to simulate a 
brain neoplasm in its symptomatology. A thorough review of the 
literature and a presentation of 11 original cases were recently 
made by Putnam’. 

From one-third to one-half the cases show bilateral lesions, 
located usually in the parietal region, although some basilar or 
posterior fossa hematomas have been reported. The lesion may 
reach a size large enough to displace an entire hemisphere, but 
small ones are far commoner. 

The clot is contained within a thin fibrous, usually vascular, cap- 
sule covered on the side toward the arachnoid by a layer of meso- 
thelial cells. The fluid part of the clot may be reddish-brown to 
colorless. 

The surface of the hematoma adjoining the dura differs from 
the arachnoid surface and varies somewhat in structure depending 
upon the etiology of the hemorrhage. A layer 1 to 4 mm. thick is 
usually seen in the traumatic type of hematoma between the dura 
and the clot itself and is easily distinguishable from both. It con- 
sists of fibrous tissue which differs in its less intense staining qual- 
ity with eosin from the collagen of the dura. Capillaries are pres- 
ent in greater or lesser number and resemble normal ones in appear- 
ance. Separated from the dura by the thickness of only a few 
fibroblasts and parallel to it is a network of large, irregular, usually 
elongated spaces lined with mesothelium. They are sometimes 
found empty, but usually contain erythrocytes, leucocytes, fibrin or 
granular debris. They never seem so full as true capillaries 
although the blood cells within them seem perfectly well preserved. 
Putnam believes them to anastomose not only with each other, but 
with the capillaries and other vessels of the dura. 

In the non-traumatie cases the spaces alluded to above seem sel- 
dom to be present, but the blood vessels in the subdural layer con- 
sist of very numerous and large capillaries usually filled with blood 
cells, containing, however, no fibrin or granular debris. The meso- 
thelial-lined spaces are found, on the other hand, in experimental 
subdural hematomata in dogs, and in human beings, occasionally, 
when autopsy or secondary operation is done shortly after a pri- 
mary intracranial operation. Their formation, according to Put- 
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a Fig. 7. Meningioma (Dural endothelioma). A whorl forming around a fragment of 
necrotic dura. (Mallory142.) 
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Fig. 8. Polizer’s cause of an angle tumor arising from the acoustieus and filling the 
internal auditory canal. tumor; (N) its extension; (C) cochlea: cavum 
tympani; (V) vestibule. (From Cushing4®, Fig. 186. ) 
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nam, seems to be associated with the pressure relations within the 
skull, the peculiarities of the dural mesothelium, or both. 

The remainder of the lesion lying between the dural and arach- 
noid surfaces consists partly of organizing clot and partly of blood 
serum. In long standing lesions degenerative changes such as fat or 
calcium formation may be seen. ‘The pia-arachnoid beneath the 
hematoma often shows yellow discoloration due to blood pigments. 
The brain may be distorted by the mass but usually shows no other 
changes. ‘The overlying skull has been reported thinned occa- 
sionally. 

TuMoRs OF THE NEURAL SHEATHS 


Perineurial Fibroblastomas. Intracranial tumors asising from 
the nerve sheaths are practically always tumors of the acoustic 
nerve. Rarely, such tumors may arise from the trigeminal, vagus, 
or glossopharyngeal nerves, but to all intents and purposes a dis- 
cussion of the tumors of the nervus acusticus will thoroughly cover 
the subject. This growth is unique not only in morphology but in 
its location as well. We must, therefore, not only consider the gross 
and histologic appearances, but the local disturbances of the men- 
inges, the brain, and the neighboring nerves as characteristic ele- 
ments in the pathological picture. 

The origin of these tumors from the acoustic nerve has been sat- 
isfactorily demonstrated, especially by the finding of tiny growths, 
incidentally, at post-mortem, which were still within the porus 
acusticus (Fig. 8). Cushing*® found six of these described in the 
literature by Toynbee (1853), Habermann, Pause (1904), Alexan- 
der (1907), Henschen (1910), Wolff (1912), Quix (1912), and 
another case by Henschen in 1915.*°*° This latter case presented a 
tiny tumor within the porus at autopsy, and Henschen preserved it 
im situ. He decalcified the petrous bone and cut the entire struc- 
ture serially and reconstructed it in wax. He was thus able to 
demonstrate that the vestibular branch of the eighth nerve was 
chiefly involved, and that even by this minute tumor the facial 
nerve was already flattened. 

It was Hensechen (1910) also who again called attention to the 
projection of the tumor into the porus acusticus already noted by 
earlier writers in order to substantiate further the contention of 
the origin of these tumors from the peripheral portion of the 
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acoustic nerve. Later (1912) he suggested the utilization of a dila- 
tation of the porus by the pressure of this projection of the tumor 
as a diagnostic point, if demonstrable on the roentgen film. Cush- 
ing reports, however, that many of these projections do not dilate 
the canal. 

The size of the tumor is necessarily limited by the small space 
in which it grows, but where a previous decompression has served 
to increase this space, Cushing has found tumors reaching 7 em. 
in their long axis. The shape is oval when small but as the growth 
enlarges, its form is predetermined by that of the pyramidal bone 
on one side, the floor of the posterior fossa below, and the tentorium 
above, leaving the fourth side which abuts the cerebellum and brain 
stem freer to expand against their lesser resistance. The larger 
growths often show a nodular surface contour. The surface is 
often crossed by stretched blood vessels which lie in the arachnoid 
membrane. They are branches of the basilar artery to the cere- 
bellum. 

The color of these tumors, when fresh, is pinkish-gray, but since 
they are subject to various degrees of degeneration they often 
appear yellowish. Characteristic of their gross appearance is the 
defect in their surface corresponding to the porus acusticus. 

Dr. Cushing calls especial attention to the fact that the acoustic 
neuromas lie within the arachnoid membrane. This fact is of 
importance surgically, for upon exposure of the tumor at operation 
the first thing that is often met is a membrane distended with fluid 
which appears like a cyst. This, in reality, is arachnoid filled with 
cerebrospinal fluid and must be broken through in order to retract 
the cerebellum and expose the real tumor. The accumulation of the 
cerebrospinal fluid at this point may be due to the displacement of 
the choroid plexus of the fourth ventricle by the tumor. The plexus 
probably continues to secrete fluid and the outlet being blocked, a 
fluid distention of the lateral cistern takes place. 

The effect of the tumor upon the cranial nerves of the posterior 
fossa is remarkable owing to their close proximity to each other. 
The eighth nerve naturally is chiefly affected, indeed is seldom 
traceable except as occasional frayed-out strands. The trigeminal 
and facial nerves are both seriously affected, being stretched often 
to many times their norma! intracranial-extracerebral length by the 
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Fig. 9. Showing, from below, the normal disposition of the cerebral uerves in relation 
to their foramina of exit, contrasted with the disposition of the nerves disloeated 
by a right acoustie tumor. (Irom Cushing4®, Fig. 194.) 
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Fig. 10. Acoustic fibroblastoma. Masses of dense interlacing fibrous bands to the right 
and loose recticular area to the left. (From Cushing4*, Fig. 197.) 
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Fig. 11. Acoustic fibroblastoma. Hydropice fibrous areas with palisade arrangement of 
nuclei. (From Cushing4®, Fig. 199.) 
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Fig. 12. Acoustic fibroblastoma. Showing fibroglia fibrillae. 
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anterior pole of the tumor. The glossopharyngeal, vagus, accessory 
and hypoglossal are in their turn stretched downward by the pos- 
terior pole of the growth but their dislocation is usually less marked 
than that of the anterior nerves (Fig. 9). 

The distortion of the pons, medulla and cerebellum depends 
naturally on the size of the tumor, but some distortion exists in all 
cases, provoking clinical symptoms. The increase in pressure in 
the posterior fossa leads to an obstruction of the outlet for fluid 
from the fourth ventricle resulting in hydrocephalus. 

Microscopic Appearance: ‘To Cushing is due the eredit for his 
insistence upon the histologic entity of this group of tumors which 
clinically produce such a characteristic syndrome. Up to the pub- 
lication of his book (1917) these tumors were variously designated 
as steatoma, fibroma, sarcoma, neuroma, glioma, endothelioma and 
by many other names. Cushing showed that they are nearly all 
composed of two types of tissue : (a) dense interlacing fibrous 
bands and (b) loose reticular tissue. Any given tumor may be 
predominantly of one type of tissue or the other—the two types 
occurring in a single tumor are usually well demareated from each 
other (Fig. 10). The fibrous tissue consists of elongated cells with 
oval nuclei. The nuclei tend to arrange themselves in parallel rows 
or palisades (Fig. 11) or in whorls. 

The reticular tissue appears edematous. It consists of round 
cells varying in size in a loose tissue network. Neither neuroglia 
fibrils nor ganglion cells, believed to have been demonstrated in 
these tumors, have really been proven present. Certain large fibro- 
blasts have been mistaken for the latter, and elastic fibrils, taking 
the phosphotungstie acid hemotoxylin stain, for the former. On 
the other hand, Mallory’*? was able to demonstrate both fibroglia 
and collagen fibrils and believed that this tumor should be classed 
under the name of perineurial fibroblastoma. Penfield’ was able 
to confirm the absence of nervous or neuroglial elements in them 
and also used the term perineurial fibroblastoma to deseribe them. 
Finally Rhoads and Van Waganen'” succeeded in demonstrating, 
ina study of 54 specimens from Cushing’s collection, collagen, elas- 
tic fibrils, fibroglia fibrils (Fig. 12) and reticulum, thus bringing the 
final proof for the fibroblastic nature of these tumors of the nervous 
acusticus. 
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The blood vessels of the tumor are usually inconspicuous although 
an occasional, almost angioblastic, growth is seen. The vessels are 
often surrounded by hyaline material, although no calcification has 
ever been reported. Fatty and cystic degeneration of the tumor 
tissue is quite common. The cysts are ordinarily small, and con; 
tain a viscid colorless fluid. 

The differentiation of these tumors from those of von Reckling- 
hausen’s disease is often very difficult. The presence of multiple 
tumors, especially numerous peripheral growths in association with 
intracranial ones is of course a grossly distinguishing character- 
istic, although bilateral acoustic perineurial fibroblastomas inde- 
pendent of generalized neurofibromatosis are not unheard of. 
Microscopically, Penfield calls attention to the presence, in the 
tumors of von Recklinghausen’s disease, of nerve fibers among the 
tumor cells, whereas, in the tumors of the acoustic nerve whatever 
fibers of the nerve are left are found stretched out over the surface 
of the growth. 

The relation existing between acoustic perineurial fibroblastomas 
and meningiomas is also an interesting one. The histologie distine- 
tion is not difficult. But constitutionally one finds, occasionally, 
single or multiple meningiomas in association with acoustic peri- 
neural fibroblastomas, single or bilateral. Cushing looks upon 
these lesions as ‘‘remotely correlated and attributable to the same 
or similar developmental anomalies. ’’ 


CONGENITAL TUMORS 


Craniopharyngeal Duct Tumors. For the sake of a better under- 
standing of these strictly congenital growths, a brief review of the 
embryological factors underlying their origin is necessary. The 
formation of the hypophysis from the fusion of an upgrowth of 
ectoderm and a downgrowth from the primitive forebrain is univer- 
sally known and recognized. The ectodermal upgrowth, or pouch 
of Rathke, is left behind as with the increasing age of the embryo, 
the stomodeum and the pouch epithelium are gradually separated 
from each other. This results in the attenuation of the epithelial 
attachment of Rathke’s pouch with the epithelium of the stomodeum 
into a narrow epithelial tube known as the cranio-pharyngeal duet 
or canal. HKiventually the attachment to the stomodeum becomes 
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severed and the cord of cells usually largely disappears.* Mean- 
while the infundibular process has made contact with the gradually 
isolated Rathke’s pouch. 

Of the two layers of the pouch, the anterior one takes on rapid 
proliferative activity resulting, already in the 15th week of fetal 
life, in an acinar structure of basophilic cells. This proliferation 
causes a rotation upward of the remaining insertion of the cranio- 
pharyngeal canal to the anterior infundibular and upper pars ante- 
rior surfaces. The posterior layer of cells also proliferates and 
eventually gives rise to the pars intermedia of the hypophysis. 
From this layer also two lateral outgrowths fuse anteriorly to form 
the pars tuberalis. 

Owing to these embryologic processes, as is to be expected, buccal 
epithelial remains may be found in the neighborhood of the infundi- 
bulum, according to Krdheim,** in 80 per cent of adults. This 
epithelium originally came from the parts of the stomodeal cover- 
ing which, in a more advanced fetal stage, gives origin to the enamel 
organs of the teeth. It is in this way that the characteristic cells, 
adamantoblasts or ameloblasts of some of the tumors now under dis- 
cussion, arise and present a picture similar fundamentally to that 
shown by the soft variety of the adamantinomas of the jaw. 

The histologic nature of these growths was first recognized by 
Onanoff* in 1892. Erdheim** (1904) traced their origin to the 
cranio-pharyngeal canal. Duffy” (1920) reviewed the known facts 
concerning the hypophyseal duct tumors and reported four cases 
of his own. Finally Critchley and Lronsides* (1926) presented 
seven cases of adamantinomas of craniopharyngeal duct origin 
including a thorough discussion of the clinical and pathological 
features of this group of tumors. 

Histologically, Duffy divides the tumors arising from the cranio- 
pharyngeal canal into three varieties: (1) Simple papillary cysts or 
intracystic papillomas; (2) adamantinomatous cystic or solid 
tumors; (3) malignant spindle celled solid tumors. 

The second variety is the commonest and deserves to be discussed 
first and in some detail. These tumors are usually spherical or 
oval in shape and range in size from about 3 to 10 em. in diameter 


* Remnants of the buccal end of this canal often persist and may give origin to a small structure 
of anterior hypophyseal-like cells located in the midline- near the junction of the nasal septum and 
pharynx, the pharynge al hypophysis. These cells may, according to Erdheim, give rise to adenomas, 
and may be the otherwise unexplained source of anterior lobe hyperactivity in cases of acromegaly 
with histologically normal hypophyses. 
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(Fig. 13). Their position depends upon the cells from which they 
arise. If these be the upper group in the neighborhood of the tube: 
cinerium, the tumor sits above the diaphragm of the sella, pushing 
the floor of the third ventricle and usually the anterior communi- 
cating artery, upward, and the chiasm forward and downward. Ii 
the tumor arises from the lower group of cells, it occupies the sella 
itself, causing a deepening and enlargement of the cavity resein- 
bling that produced by hypophyseal adenomas. The gland in this 
case becomes much flattened and atrophie and is represented by a 
wafer of tissue on the posterior inferior part of the growth. 

In either case the position of the tumor has been epitomized by 
Critchley and Lronsides as being ‘‘below the brain, above the pit- 
uitary, behind the chiasm, and within the circle of Willis.’’ 

The cut surface of the tumor usually reveals the presence of a 
uni- or multiocular cyst, although completely solid tumors of this 
variety occur. The contents of the cyst are usually dark yellow, 
green or brown and often contain cholesterol crystals. The inner 
wall of the cyst is usually smooth but may contain papillary 
ingrowths. The solid portion is basically spongy, deep pink, vascu- 
lar tissue, but is characteristically interspersed with calcium deposit 
or even true bone formation—a factor of highest importance in the 
roentgen diagnosis of these lesions. 

Microscopically the tumor presents great variation in structure 
from place to place. ‘The characteristic architecture of the growth 
is the epithelial branching papilla with a basal layer of long, uni- 
form, columnar cells, in a single, even row corresponding to the 
embryonic ameloblasts (adamantoblasts) (Fig. 14). Above the 
basal layer, is an intermediate zone of two or three rows of polyg- 
onal cells, with round, relatively pale nuclei, centrally situated. 
Resting on these is the chief epithelial mass comprising the inner- 
most layer. This consists of a variable number of rows of large, 
polygonal or oval cells with pale cytoplasm and round or kidney- 
shaped nuclei. Little intercellular bridges of protoplasm may be 
distinguished under appropriate conditions recalling the cells of 
the rete Malpighii of the skin. The cells are sometimes arranged 
in streams which seem to run at cross-currents. At times even 
whorls are discernible. The innermost rows sometimes show 
increasing pallor and finally disappearance of the nuclei with event- 
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Fig. 14. Adamantinoma. Low power section from same case as Fig. 13. The basal 
layer of an even row of columnar cells and the connective tissue supporting 
structure are well illustrated. 
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; Fig. 13. Congenital suprasellar evyst and tumor.  (Adamantinoma.) 
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ual keratinization of the cells. Owing to some disagreement among 
pathologists concerning the presence or absence of true keratin and 
keratohyalin in these tumors, Bailey’ applied specific staining 
methods to material from three adamantinomas and was able to 
demonstrate these substances in all of them. 

Within the cell mass the cysts are located. These may be simply 
small separations between the cells, larger spaces lined with the 
prickle cells and filled with colloid, or, finally, large cysts with an 
even columnar lining resembling the ameloblast layer. 

The rapid disintegration of the innermost epithelial cells gives 
rise to various forms of degeneration and necrosis. This in turn 
ealls forth giant-cell phagocytes. Calcium deposits take place 
within the necrotic areas and not infrequently change to actual bone. 

In addition to the epithelial elements the tumor contains a stroma 
which acts as a support to the epithelial trabeculae. It consists of 
fibrous tissue in varying degrees of development. This fibrous tis- 
sue is sometimes intermingled with glial fibers which are also 
present in excessive amounts in the brain tissue immediately sur- 
rounding the tumor. 


The microseopie picture presented by the first variety of Duffy, 
the benign, intracystie papilloma, is summarized by Critchley and 
Ironsides in the following way: 

‘*(1) The basal membrane is composed of stratified epithelial 
cells arranged several layers deep. 

(2) There is no intermediate zone. 

(3) The cells constituting the inner mass differ from the stellate 
cells of the adamantinomata in being larger, more widely separated, 
more evenly circular, and less distorted in outline; the nuclei stain 
only faintly, and there is no intercellular bridging. 

(4) There is no tendency for a whorled arrangement of the epi- 
thelial cells, and the ‘cell nests’ are absent. 

(5) The stroma is hyaline in appearance, and is arranged within 
the epithelial processes so as to form cyst-like cavities. 

(6) Cysts of hydropie or degenerative origin are uncommon. 


(7) There is little tendency towards necrotic changes in the epi- 
thelium with resulting keratinization and calcification.’’ 
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The cells of this type of growth appeared to them as conforming 
to an earlier embryonic stage, probably that of the primitive ecto. 
dermal components of the mucous membrane before the enamel 
organs form. Such growths may thus be looked upon as pre- 
adamantinomatous. 

The malignant type of craniopharyngeal duct tumor is very rare. 
Duffy was able to collect only five from the literature. The most 
recent case was described by Fahr.** Duffy looks upon this report 
as containing fuller histologic details than the other four. But 
examination of Fahr’s paper shows that even his case is scantily 
dealt with, and it is not at all convincing to the writer that Fahr 
was not dealing with a pharyngeal carcinoma extending into the 
cranial cavity and involving the hypophyseal region rather than 
the other way about. 

Craniopharyngeal (Rathke’s) Pouch Cysts. Distinction must be 
made between tumors arising from the solid cords of cells repre- 
senting the original craniopharyngeal duct, and the cysts arising 
from the pouch representing the original junction of the forebrain 
and foregut pockets. Cysts may also arise from remains of the 
original ependymal cleft in the pars nervosum of the hypophysis. 
In either case the cyst is composed of a lining of a single layer of 
cuboidal or columnar cells which are often ciliated. These eysts 
may be no more than a few millimeters in diameter and seldom grow 
to more than a centimeter in diameter. They are usually filled with 
colloid or mucin-like material. Small colloid cysts arising from 
local accumulation of colloidal secretion of the anterior lobe pituit- 
ary cells resemble them grossly. 

Epidermoids. The burden of unsuitable names has been particu- 
larly heavy upon tle tumors, either pial or extradural, arising 
within the cerebrospinal cavities from epidermal rests. Cruveil- 
hier** was struck by the glistening nodular surface of his specimen 
and gave it the tenacious name “‘twmeur perlée.’’ But many tumors 
of glistening appearance are not epidermoid in origin. It was as 
a result of this misnomer that, for example, the shiny tumors of 
endothelial origin occurring occasionally in the cerebral ventricles 
of the horse were confused with true epidermoids, until the excellent 
presentation of two similar tumors in the ventricles of a man by 
Blumer* cleared up this point. Moreover, epidermoids of the 


LEO M. DAVIDOFF, M. D. 255 


variety under consideration may not show the glistening surface 
suggesting pearliness. Thus the tumor in a remarkable case of 
Cushing™ was lacking in this quality owing to a pseudomembrane, 
and showed it but imperfectly after this membrane was removed. 
Because the debris within the cavity of the three epidermoids 
studied by Johannes Miiller’** in 1838 contained cholesterin, he 
gave them the name cholesteatoma. This, too, was unfortunate, 
both because typical examples of these tumors may be found noi 
containing cholesterin, and because all neoplasms containing 
cholesterin are far from being examples of this type of tumor. 

It were best then, to look upon the glistening, pearly quality of 
these tumors as a usual characteristic, and the presence of choles- 
terin crystals within the tumor cavity as a frequent occurrence, but 
to reserve as an indispensable criterion for the diagnosis of these 
lesions, the microscopic demonstration of epidermoid elements mak- 
ing up the walls of the tumor. By so doing we are logically forced 
to name the growth from its indispensable characteristic and should, 
therefore, uphold the term, recently revived by Critchley and Fer- 
guson” ‘Cerebrospinal epidermoid.’ 

The more common situations of the intracranial epidermoids are 
within the subarachnoid cisternae along the base of the brain, in 
and about the temporal bone, and often in the posterior cranial 
fossa (Fig. 15). They may be found between the legs of the optic 
chiasm, distorting the third ventricle or filling the fourth ventricle 

(Bailey®**). In the temporal situation they may rarely be within 
the substance of the hemisphere (Critchley and Ferguson Cases 7 
and 8), although a delicate connection between the growth and the 
leptomeninges at the base can usually be demonstrated in these 
cases. 

The usual gross appearance of these tumors, as already men- 
tioned, is that of an irregularly lobulated, white, opaque, glistening, 
ovoid or spherical mass varying from two to ten centimeters in 
diameter. The growth is usually sharply demarcated from the 
brain, and may indeed attain a considerable size without causing 
any pronounced symptoms (Cushing"*). 

The tumor is usually quite firm but friable so that it breaks easily 
on moderate pressure. When transected it often gives the appear- 
ance of an onion owing to its laminations. This feature may, how- 
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ever, not be obvious, and the cut surface may present fine granular 
sago-like particles. It is greasy in appearance, and to the touch, 
and leaves a fat stain on the knife. Occasionally a characteristic, 
faintly rancid, fatty odor is detectable. The latter is especially true 
in old standing tumors which become necrotic in the center. Within 
this necrotic debris cholesterin crystals are usually found. 

The tumor is essentially avascular, and given an approachable 
situation, is easily removable surgically. 

Histologically, Bailey® divides the structure of the tumor into 
four concentric layers, which are remarkable for their uni- 
formity from case to ease, differing essentially only in the 
thickness of the same layer from one tumor to the next. The outer- 
most, stratum durum consists of acellular, longitudinal wavy fibers 
of collagen tissues. Within this is the second layer, Stratum granu- 
losum, constituting ‘‘the histological criterion of the epidermoids”’ 
(Critehley and Ferguson). This layer is a cellular one and stains 
much more deeply than the others with hemotoxylin. It consists 
of from two to ten or more layers of large, oval or polygonal cells 
with large deep staining nuclei. The cell boundaries are sharp and 
separated by narrow spaces from each other. Across these spaces 
intercellular bridges are occasionally demonstrable. Contained 
within the cytoplasm are small granules of keratohyalin, the chemi- 
cal nature of which is brought out by Heidenhain’s iron haematoxy- 
lin or Delafield’s alum hemotoxylin stains. The character of the 
cells changes from without inward. Nearest the stratum durum 
they are likely to be roughly quadrangular, but they become more 
flattened as the interior is approached. The number of keratohya- 
lin granules increases from without inward. The third layer of 
Bailey—the stratum fibrosum, is sharply demareated from the 
second layer, but is continuous with the fourth one, the stratum cel- 
lulosum. he last two consist of cornified epithelial cells. The cells 
of the fibrosum are flat and produce the effect of wavy fibers. The 
cellulosum is so-called because of its resemblance to a ‘* woody 
plant’’ (Fig. 16). Among these anuclear cornified cells cholesterin 
crystals are usually demonstrable in the fresh state. Critchley and 
Ferguson believe that the separation into two layers inward from 
the stratum granulosum is unnecessary. They also object, justi- 
fiably, to the term cellulosum since it suggests a cellular structure 


Fig. 15. An epidermoid in the posterior fossa, found incidentally at autopsy in a 
psychotic patient. 


Fig. 16. Epidermoid. Low power photomicrograph showing the innermost laver of 
keratinized cells, resembling the ‘* cross section of a woody plant.’’ 
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rather than the original botanical implication, and they propose the 
name area corneae for Bailey’s two inner layers. 

Blood vessels are practically absent from these growths. 

The commonest and best known tumors included under the name 
of cholesteatoma are those of the middle ear cavity or its neighbor- 
hood. These growths are usually associated with middle ear infec- 
tion, and when consisting merely of epithelial debris with fat, granu- 
lation tissue, leucocytes and cholesterin crystals may simply be the 
accumulated heaping up of excessive desquamation and reaction to 
inflammation. On the other hand, typical epidermoids not only in 
the presence of middle ear infection but without it, as in one of 
Erdheim’s*® eases, have been described in this region. The origin 
of the epidermoids in this situation, as well as their relation to the 
middle ear infection are still disputed. It may be that under 
the stimulus of the inflammatory process the backgrowth of the 
meatal epithelium through the tvmpaniec cavity gives rise to tumor 
formation. On the other hand, the tumor may be present in the 
middle ear as an epithelial rest and its presence predispose the ear 
to suppuration, so that, the infection and tumor formation are dis- 
covered in association with each other. 

Dermoids. Closely related to the epidermoids and at times show- 
ing transitional forms are the intracranial dermoid eysts and 
tumors. In the opinion of Horrax’”’ the difference between the two 
types of tumor depends upon the depth of the cell layer from which 
the embryonal rest arises. If these cells are derived from the epi- 
dermis, the resulting tumor is an epidermoid. If, on the other hand, 
the original cells arose from the dermal layer, the tumor contains 
hair, sebaceous glands and other dermal elements. This opinion is 
opposed to that of Boestrom*’—who felt that not the depth of the 
cell layer but the embryonic age of the cell rest was the determinant. 
The more primitive and undifferentiated the cells of origin of the 
tumor, the more likely they are to give rise to dermoid rather than 
epidermoid tumors. The latter must, therefore, arise from inelu- 
sions occurring later in embryonic life. Possibly both these theories 
are partly correct. 

Pathologically the dermoids are much more likely to oecur within 
the cerebral substance, are often multiple, are much more frequently 
cystic, much less likely to show the pearly appearance upon the 
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surface, and are much more likely to be associated with other con- 
genital anomalies. 

Clinically the dermoids frequently bring about symptoms at an 
earlier age in the life of the patient than the epidermoids. 


ADENOMAS OF THE HypopHysis 


Before considering the histopathology of the hypophyseal ade- 
nomas, it may be well briefly to recall the normal microscopic 
appearance of the anterior lobe of this gland from which these 
tumors arise. This lobe of the hypophysis is composed of polyg- 
onal cells having, for the most part, sharply defined cell boun- 
daries. They are arranged in thick columns, between which delicate 
vascular sinuses appear. 

The cells of the anterior lobe may be divided into two types 
according to the quality of the granules which they contain, namely, 
acidophilic and basophilic, or better, according to Bailey and 
Davidoff,’* since the reactions are not strictly acidic and basie, 
A and B eells which are spoken of collectively as chromophile cells. 
In addition to these there are present in the anterior lobe, agranular 
or chromophobe cells, also known as reserve cells or chief cells 
(Hauptzellen). They often lie in the center of the cellular ecol- 
umns, although they make up entire columns of cells, especially in 
the periphery of the lobe or near the infundibulum. Often these 
reserve cells do not have distinct boundaries and their nuclei lying 
close together form clusters (Kernhaufen). 

The A granules are large and distinct. They are stained intensely 
by eosin, acid fuchsin, neutral ethyl violet, ete. The B granules 
are finer and less distinct. They are also more difficult to stain, 
but can, nevertheless, be demonstrated with alum hemotoxylin, 
kresofuchsin, acid violet and aniline blue. There are also present 
certain other granules such as mitachondria and fat droplets which 
may be displayed by special means. 

The relative number of A and B eells in different hypophyses, 
indeed in different parts of the same gland, is most variable. The 
pattern which one finds may change completely in the space of a 
dozen serial sections. The relationship of the different cellular 
types to the blood vessels shows no constancy whatever. 


Adeaoma with Acromegaly (Hyperpituitarism). The striking 
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Fig. 17. Chromophile adenoma of pituitary from a case of acromegaly. High power 
photomicrograph, showing the polygonal cells without architectural arrange- 
ment, the absence of blood sinuses and connective tissue. 
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Fig. 18. From the same case as Fig. 17. 


Stained with ethyl-violet orange--G to bring 
out the A granules. 
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similarity of the clinical picture of acromegaly from patient to 
patient would lead one to expect the hypophyseal adenoma found 
in each case also to resemble those of other cases. Such a uniform- 
ity of pathological appearance has indeed been satisfactorily dem- 
onstrated by Benda™ and others, and more recently by Bailey and 
Davidoff." Bernard Fischer,* in a critical review of all the litera- 
ture up to 1912, concludes that ‘‘no case of undoubted, genuine 
acromegaly has appeared in the literature to date in which it has 
been adequately proven that the specific hypophyseal changes were 
absent.”’ 

Grossly, the lesion may vary considerably. It may be so small 
that the pituitary gland within which it is located hardly shows 
any increase in size, or it may balloon out the sella turcica to a diam- 
eter of three or even five centimeters and, indeed, extend past the 
confines of the sella into the cranial cavity to form a very large 
intracranial tumor. Thus, in four autopsied cases reported by 
Cushing and Davidoff* one had a hypophysis of normal dimensions 
in the center of which was an adenomatous accumulation of chromo- 
philic cells; another, a distinctly enlarged gland with a similar ade- 
noma; a third a large adenoma replacing the gland entirely and 
extending into the cranial cavity. The fourth showed a still pre- 
served, flattened hypophysis out of which also grew an intracranial 
tumor of considerable size. Rarely, case reports of acromegaly 
appear in which it is claimed no acromegalic adenomatous tissue 
whatever is present, but, as Bailey and Davidoff have shown, these 
are either not cases of acromegaly, or the tissue was improperly 
fixed or stained, or as Erdheim*® has shown, the tumor may be 
located in the pharynx, at the seat of what he called the ‘‘pharyn- 
geal hypophysis’’ and is not evident within the cranial or sellar 
cavities. 

In contrast to the normal pars anterior or distalis, the acrome- 
galic adenoma which may be sharply defined, or continuous witli 
the normal gland, or replace it entirely, is composed of a mass of 
rounded or polygonal cells with sharp cell boundaries and round 
vesicular nuclei. There are almost no blood sinuses or connective 
tissue stroma (Fig. 17). The cells are almost entirely A cells. No 
B granules are demonstrable. A few cells may be present without 
any granules. The A granules are finer, more dust-like than nor- 
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mal, and, unlike the normal granules which are uniformly distrib- 
uted in the cytoplasm, they tend to collect in a ring at the periphery 
(Fig. 18). The size of the cells varies greatly, and multinucleated 
cells are numerous. Some may have more than half a dozen nuclei. 
Amitotie nuclear divisions are commonly seen. Many cells are flat- 
tened onto the surface of adjacent ones in the form of crescents. 
Occasionally hyaline in the center of the cell forces the nucleus into 
an eccentric position and distorts its shape. 

Adenoma with Hypopituitary Symptoms. The typical adenoma 
associated with hypopituitary symptoms varies markedly from 
that just described as typical of acromegaly. It is composed of very 
thick columns of cells separated by thin septa of connective tissue 
carrying delicate capillaries (Fig. 19). The cells are elongated. 
spindle-shaped and often stand at right angles to the septa of con- 
nective tissue. They have rather indistinet boundaries and their 
pale staining cytoplasm contains no granules (Fig. 20) except mit- 
ochondria. The nuclei are small, oval, with heavy chromatin mate- 
rial. This tumor is, therefore, properly styled chromophobe ade- 
noma in contrast to the chromophile adenoma of acromegaly. 

‘Adenoma with Acromegalic Dyspitwitarism (Fugitive acro- 
megaly).’’ That clinical cases of transitional forms between acro- 
megaly and hypopituitarism exist, has long been believed by Cush- 
ing,*’ Biedl, Cushing and Davidoff,"° Bailey and Davidoff,'’* Dott 
and Bailey.’ It remained for Bailey and Cushing,” however, not 
only to classify these cases, but to correlate them with eorrespond- 
ing transitional types of hypophyseal adenomas. They were able 
to divide all hypophyseal adenomas into six types with the char- 
acteristic chromophile adenomas of acromegaly at one end, and the 
pure chromophobe adenomas associated with hypopituitarism at 
the other end of the scale. It would perhaps be too great a refine- 
ment to describe these types in detail here. Suffice it to say that as 
we pass from the one end of the seale to the other the rounded or 
polygonal outline of the cells changes gradually to an elongated 
form. The size of the cytoplasm relative to that of the nucleus de- 
creases; multiple nuclei gradually disappear; blood sinuses and 
connective tissue stroma gradually come into the picture; and A 
granules decrease to type IT] and are absent thereafter. 

A series of recent brilliant discoveries concerning the function of 
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Fig. 19. Chromophobe adenoma of pituitary from a case of hypopituitarism. Photo- 


Fig. 


micrograph. The bands of cells separated by connective tissue septa may be 
seen. 


20. From the same ease as Fig. 19. The section was stained with ethvl-violet 


orange——G, but no granules were demonstrable. 
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the anterior portion of the hypophysis by Evans," P. E. Smith, anid 
Putnam, Teel and Benedict’ and others, serve to support the 
plausibility of Bailey and Cushing’s classification. It is now no 
longer open to doubt that acromegaly is an expression of hypo- 
physeal anterior lobe, hyperactivity, so that the granules must be 
assumed to contain the active agent. Their absence, however, must 
not only be assumed to account for the well known hypopituitary 
syndrome, but their scarcity in varying degrees to be responsible 
for intermediary clinical stages between the two extremes. 


TUMORS OF THE PINEAL Bopy 


A consideration of the pathology of tumors arising from the 
pineal body includes not only their morphology, but something also 
of the subtle chemistry which seems so frequently to give rise to t'ie 
syndrome of macrogenitosomia precox. Horrax and Bailey’ in 
1925 reported 12 verified cases of tumors of the pineal from Cushi- 
ing’s clinie—of which five were in prepubertal individuals. Only 
two of these presented any considerable evidence of premature 
puberty, thus proving, as indeed it has been proved before, that 
pubertas precox is certainly not a sine qua non in the syndrome 
presented by tumors of the pineal. But these authors'™ have gone 
further. In 1928 they presented three cases: one was a teratoma of 
the pineal in a boy of nine with a slight degree of pubertas precox, 
the second was a ganglioneuroma of the pineal in a man of 40; and 
the third case was that of a boy of seven with very outspoken 
pubertas precox, who had a large tumor of the third ventricle but a 
normal pineal body. This last case is similar to one reported by 
Schmalz’ in 1925, in which a large tumor of the infundibulum 
and normal pineal existed in a boy with markedly premature 
puberty. We thus have evidence to prove not only that tumors o/! 
the pineal can occur in children without pubertas precox, but that 
premature puberty may exist in the presence of a normal pineal! 
body. Yet, in a practical way, the presence of pubertas precox in 
association with midbrain symptoms should lead to a diagnosis of 
pineal tumor. 

Owing to the limitation of space the tumors of the pineal are 
usually seen at the post-mortem table before they reach very large 
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size. Their location in the midline under the splenium of the 
corpus callosum is also characteristic (Fig. 21). 

Histologically there may be at least three varieties: (1) pineal- 
oma, the cells of which closely resemble the adult pineal parei- 
chyma; (2) pinealoblastoma and (3) teratoma originating in fetal 
rests and resembling other teratomatous growths. The pinealomas 
are uniformly composed of large cells with large amounts of eyto- 
plasm and usually easily distinguishable cell membranes. The 
nuclei are also large and, for the most part, vesicular. Some, how- 
ever, contain a considerable amount of chromatin giving the nucleus 
a dark appearance. Many of the cells are double or multinucleated. 
They are arranged in rows or bands which are divided from each 
other by connective tissue septa of various thicknesses (Fig. 22). 
Within these septa are located the blood vessels which are moderate 
in number. Phosphotungstie acid hemotoxylin preparations per- 
mit club-like terminations to the cells to be demonstrated, similar 
to those belonging to normal pineal cells. Rarely neuroglia fibrillae 
are also seen. 

In the connective tissue is to be found a second cellular element 
of these tumors, the so-called lymphoid cells. These are much 
smaller than the chief cells of the neoplasm, but vary alse among 
themselves in size. The majority are about the size of small lym- 
phocytes. They are round with distinct cell membrances, but very 
little cytoplasm. The nuclei on first glance appear round, but on 
closer inspection prove to be kidney-shaped. At times when the 
poles of the nucleus that are bent toward each other are directed 
toward the eye of the observer the nucleus appears to be the shape 
of a dumbbell or to consist of two round bodies. Although Ber- 
blinger considers them embryonic pineal cells, their exact nature is 
not known, but they seem to be a characteristic component of these 
pineal tumors. 

The pinealoblastoma consists of uniformly round small cells 
among which spongioblasts are demonstrable, but no neuroblasts. 
They thus differ from medulloblastomas which contain both spongi- 
oblasts and neuroblasts. The appearance of the pinealoblastomas 
is strikingly like that of the primitive pineal body in the embryo, 
and the tumor, in all likelihood, arises from the embryonie stage of 
the pineal cells. 


(Part II will appear in Tue Psycu1aTric QuARTERLY for July, 1930) 


Fig. 21. Pinealoma. The tumor is seen to occupy the pineal region and to compress 
the surrounding structures. (From Davidoff and Ferraro? , Fig. 39.) 
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Fig. 22. Pinealoma. Note the two types of cells, characteristic of these tumors. X250. 
Haemotoxyvlin and eosin stain. (From Davidoff and Ferraro75, Fig. 40.) 
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TOXIC STATES AS COMPLICATIONS IN FUNCTIONAL 
PSYCHOSES ETIOLOGY AND TREATMENT* 


BY GERALD JAMEISON, M. D., and JAMES H. WALL, M. D., 
BLOOMINGDALE HOSPITAL, WHITE PLAINS, N. Y. 


Toxic psychoses are frequently seen and toxic symptoms of more 
or less intensity are noted in other psychoses at intervals. How- 
ever, it is not of these that we especially refer at present, but to a 
group of cases in which the toxic picture covered for the time being 
an already established psychosis. 

Undoubtedly if a review of the statistical diagnoses of a year or 
more admissions were made in any psychiatric hospital there would 
be found eases labeled toxic-exhaustive or drug psychoses who 
seemed to have continued psychotic or who have shown an unusually 
prolonged so-called transitional state through the convalescent 
period. Again certain cases are noted on admission as being semi- 
delirious with a temperature, considerable dehydration, leucocytosis 
and other signs of a toxemia, all of which is accepted as inevitable 
due to the patient’s original disturbed condition. 

We have had a number of such cases under our observation at 
Bloomingdale and have studied them with the following in mind. 
What caused the so-called toxic condition? Is it any different than 
the usual toxic-exhaustive state? Does it affect the ultimate course 
of the psychosis? What is the treatment and could it have been 
prevented? 

We have selected the following four cases, presenting them in 
brief summary as examples of the study. 

CasE 1. In this case the family history was significant in that the maternal great- 
grandmother, the maternal grandmother, and mother were psychotic while two maternal 
uncles committed suicide. The patient, a young married woman of 25, was the oldest of 
four children, the youngest died at the age of 4 of meningitis. She was a normal girl 
who grew up in comfortable circumstances and finished two years of college work at the 
age of 18. Being fond of children, she did settlement work with them for the next three 


years. At 21 she was married and in the first two years of married life there were two 
miscarriages. Following the second miscarriage at the age of 23, she reacted with a 


sense of failure, became despondent, listless, and kept away from people. This mood 
lasted for two months when she became cheerful again. Temperamentally she was 
friendly and sociable but in early adolescence she was limited by her paranoid mother 
who dominated the family’s social life. She was religious until her second miscarriage 


at 23 when she gave up many of her religious beliefs as she wanted children and the 


* Paper presented at Ward’s Island Psychiatrical Society, February 24, 1930, 
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miscarriages were an extreme disappointment to her. Around the ege of 23 she began 
to drink moderately and to smoke. 

The present .llness presented definite precipitating factors. Four months before her 
admission her brother-in-law committed suicide while two months before this a maternal 
uncle had committed suicide. Following the suicide of her husband’s brother she began 
to lose sleep, cried easily, showed a marked listlessness and lack of initiative, finally 
being sent on an ocean voyage. Aboard ship she drank a little to regain her cheerfulness, 
Within a week she became over-active and excited; gradually she became more noisy, 
abusive and destructive necessitating restraint and was returned to New York. For the 
next two weeks she was at home in an over-active, over-talkative state, ate poorly, slept 
little, was continuously assaultive and destructive. She became suicidal and was taken 
to a private sanatorium where she remained six weeks, until her admission to Blooming- 
dale. There she was given pyridium, medinal and paraldehyde. 

On admission to our hospital, she was under the influence of a hypnotic and appeared 
physically ill, the eyes were dull, the lips parched and cracked, tongue coated and the 
tonsils were inflamed. There were abrasions and open abscesses of the skin. She was 
dehydrated and undernourished being 20 pounds underweight. The heart, lungs, and 
abdomen were negative. The temperature was 101 degrees F., pulse 120, respiration 20, 
W. B.C. count showed 12,300 with 74 per cent neutrophiles. Blood Wassermann negative, 
Blood chemistry showed a high sugar content (154 mgm. per 100 ce.). A urinalysis 
showed a high specific gravity of 1.027 with a trace of albumen. 

Mentally she was drowsy from the sedative she had received before admission. She 
mumbled and chattered in a low tone and could not be understood. Later she would 
hold her breath, repeat questions asked her, and comment on all sounds. She responded 
to auditory and visual hallucinations, for instance mumbling to, and fondling, an imag- 
inary baby. The sensorium was markedly cloudy. Her attention could be obiained for a 
short period when spoken to rather sharply. Then she recognized she was ill and 
would ery. Suddenly she would change, become excited and assaultive. She continually 
expressed a desire to die and her suicidal tendencies were strong. She misidentified those 
about her. A sample of her talk the day after admission follows: 

‘*Shoot me—shoot me, I don’t want to live like this. Kill me or take me up in an 
aeroplane.’’ (When did this all begin?) ‘‘When did it begin?’’ (Yes, when did you 
first get sick?) ‘‘ When did I first get sick? I don’t know. I first got sick when I got 
thoroughly disgusted with myself’’ . . . (cries without affect or tears). (What is the 
cause of it?) ‘‘Insanity, I guess. I’d like to . . . I’d like to be shot . . . Oh listen 
to all those noises (really noisy on hall) . . . I do bad things’’ . . . (What would you 
do if you get up now?) ‘‘If they would give me some drug like ether . . . OhI 
waited nine hours for a child and it did not come’’ . . . (really cries—physician says 
to stenographer—note lacrimation). Patient repeats—‘‘Lacrimation, lacrimation that 
means tears.’’ (She suddenly laughs.) Regarding hallucinations—‘‘ Yes, all the time, 
frightful things—they say people are being hurt and tortured—didn’t I have some 
children . . . I am very, very immoral’’ . . . (When do you hear voices?) ‘*‘ All the 
time—take me away—Shoot me!—Kill me!—I don’t want to live.’’ (What do they 
say?) ‘‘I go—I go—lI go.’’ . . . ‘‘Kill her for that.’’ (Where are you?) 68th St. 
Foundling Hospital—there was a little boy I used to love there’’—(This is really 
Bloomingdale Hospital). ‘‘I am afraid every time I talk I make mistakes.’’ (What 
year is this?) ‘‘I’ve gone so far back to China, Japan, Italy’’ (suddenly in a loud 
terrified voice) ‘‘No! No! Don’t call anyone.’’ (What did you hear?) ‘‘ They said 
to kill me’’—At this point she became very excited. 
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For 23 days after admission she ran an irregular fever averaging around 101 degrees F. 
She refused food, said that her food contained human flesh, and had to be tube fed 
during this time. She begged for poisons and attempted to choke herself in the tubs and 
with the bed linen and towels. She would start to talk and would rush to the window 
in response to hallucinations. She was apprehensive and fearful. 

From the first she was given no drugs. Continuous baths, warm wet packs and mas- 
sage were given. An autogenous vaccine was prepared und administered for the skin 
abscesses while the wounds were properly dressed daily. Fluids were given in abundance 
and by tube when she did not drink a sufficient amount. Colonic irrigations were an aid 
to proper elimination. 

On the 23d day after admission the temperature was normal. All laboratory studies 
were negative. She had gained seven pounds and was in excellent physical condition. 
She was clear but rather talkative and querulous with some opelessness in her attitude 
toward life. Shortly thereafter she became somewhat elated and fault-finding. She 
resisted hospital restrictions and was manic in her dress and activities. At this time her 
infected tonsils were removed. For the next few days she enjoyed the special attention 
she received because of this. 

Three months after admission she had reached a level where she was placed on a con- 
valescent hall. She talked freely about her illness and recalled becoming depressed fol- 
lowing the death of her brother-in-law in the fall, later on her trip abroad became excited 
and then she lost track of time. She had a very hazy recollection of her stay in the first 
sanitarium and did not remember coming to Bloomingdale. She was discharged much 
improved after a total hospital residence of five months. 


CasE 2. This patient, a single woman of 35, came of unstable Irish stock. The father 
was an alcoholic. As an infant she had one convulsion. She had enlarged, reddened, and 
painful joints with no cardiac signs or symptoms at the age of three years. She was a 
bright happy little girl, who started school at the age of six and finished high school at the 
age of 18. Since 18 she has worked on newspapers and magazines of New York and 
Philadelphia as a writer with moderate success. A year before admission she opened up 
an advertising office. 

She began to menstruate at the age of 13 and the periods have been regular. She has 
had many love affairs since maturity and of late years with younger men beneath her 
social and cultural level. She has smoked excessively, consumed large quantities of cof- 
fee daily and only occasionally before her present illness did she enjoy a social drink. 
She was popular and had a host of friends. 

In the fall of 1928 she recognized she could not continue her business as a private 
advertising agent and closed her ofiice. She continued however, to work for newspapers 
and magazines through the winter of 1928 and 1929. During this time she was depressed 
and very quiet. She seldom met her friends, remained alone as much as possible and 
found it difficult to do continuous or rapid work. Then in the spring of 1929 she became 
over-active and elated. About this time became involved with a married man. She 
gradually became more boastful and extravagant. Two months before her admission to 
this hospital, she bought a car and drove 500 miles about the city of Philadelphia without 
previous instruction. She became neglectful of her health in this over-active state, 
began to miss meals, slept little, and then turned to alcoholic beverages of which she 
drank heavily. During the month before her admission she was seen by many physicians 
and stayed a few days at a number of private sanitariums from which she would leave 
abruptly. Finally in June, 1929, she was admitted to Bloomingdale as a committed ease. 

On admission she was in a very toxic, exhaustive, and dehydrated state. She was 
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extremely undernourished, weighing only 90 pounds, which was over 15 pounds under. 
weight. The skin was dry. Herpes were on the lips. The gums were markedly inflamed 
and a smear upon microscopic examination of the material was found to have organisms 
associated with Vincent’s angina. There was an infected abrasion over the sacrum. The 
heart, lungs, and abdomen were essentially negative. The B. P. was 154-98, pulse rate 
130, and temperature was 103 degrees F. There was a leucocytosis of 10,500 W. B. @, 
with 80 per cent neutrophiles. The urinalysis showed a high specific gravity of 1,028 
with a slight trace of albumin. The blood Wassermann was negative. Other laboratory 
studies were negative. 

Mentally she was restless, moved her arms about and appeared frightened and appre- 
hensive. She was most untidy in her personal habits. She was distractable, hypersensi- 
tive to all noises, would scream and yell while her productions were quite flighty and 
irrelevant. A sample follows: 

‘¢Tll have nothing stuck on by you. I’ve heard nothing. You’ve said nothing. That’s 
all right.’’ (Where are you?) ‘‘In New York across from the park. Did you get 
the wrong end of the pick handle.’* (Where did you come from?) ‘‘ The scotch and the 
rye . . . where I come from. Yes! By God! I am married. You've got it in the 
papers. You are a slut (to woman physician) from the dumps of New York! 
Joseph!’’ (WhoamI?) ‘‘Yes I know who you am—the biggest am.’’ 

She was disoriented for time, place and person. Her memory and power of retention 
could not be tested. 

She slept poorly and had to be spoon fed and occasionally tube fed. Three thousand 
ee.’s of fluids were given daily along with colonic irrigations. To manage the restlessness 
and over-activity prolonged baths, warm wet packs, and massage were adminisicred daily. 
The Vincent’s angina and the bed sore were treated locally. 

In two weeks after admission there was a marked change in her physical condition. 
The temperature was normal, the mouth and skin intections had clenred up. The 
leucocyte count decreased and the urinalysis was negative. She began to eat well and 
took fluids abundantly. However she continued over-active, danced about the hall, pushed 
the furniture around, expectorated on the floor and frequently tore her bed clothing and 
clothes. She sang and rhymed. There was no delusional trend or hallucinations. Not 
until three months after admission did she begin to have a better grasp on her environ- 
ment. She then became clear but the memory of her illness so far as the toxic phase 
was concerned was vague and uncertain. 

At this time she became less active, but was able to follow a schedule of social, athletie, 
and occupational activities with some urging. Finally she became more quiet, reserved, 
talked very little, appeared mildly depressed, and irritable, and was sensitive about dis- 
cussing her illness. She recovered within six months. 


Jesus 


CASE 3. The patient, aged 48, was the oldest of three children. In the family history 
was noted a maternal aunt who has been in a hospital for many years with dementia 
precox. A male sibling was alcoholic for years and finally became institutionalized with 
a definite psychosis. The patient was never seriously ill. She was described as a spoiled 
child, disobendient and temperamental. She graduated from college in her carly 20’s 
and then began earning her own living as a teacher, a secretary, and finally a writer. 
She changed positions frequently. She was never interested in men until after 30 and 
has remained singled. There is a history of several homosexual attachments. She was 
always impractical, extremely sensitive and impulsive, had little love for her family 
living away from them for years, was rather idealistic and illogical and unusually inde- 
pendent and domineering. She began to use alcohol as a stimulant in her work five 
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years before admission. She was then 43 and it was at this time that she became 
interested in a man who afterward became a delusional tigure in her psychosis. She 
never drank to excess until the acute phase of her illness developed a few weeks before 
admission. 

Two days before she came to Bloomingdale Hospital she was taken to Bellevue in an 
active delirium She was described as being very much confused, very restless and talk- 
ing in a rambling disconnected way reacting to auditory hallucinations. She was com- 
pletely disoriented. 

On admission to Bloomingdale the physical examinution showed a somewhat under- 
nourished woman, extremely toxic. The skin was pale, the pupils widely dilated with 
sluggish reaction to light, the lips and mouth were dry and parched, the tongue was 
thickly coated; the speech was thick and slurring, the deep reflexes were exaggerated. 
Heart, lungs and abdomen were negative. Blood pressure 108-80—-W. B. C., 10,200-— 
urinalysis showed a trace of albumen and a few W. B.C. Temperature 101 degrees F., 
P. 90, R. 20. She was perhaps 20 pounds underweight. 

Mentally she was tense, apprehensive and restless. She was very excited, talked rapidly, 
laughed, cried, shouted, muttered and sobbed. She seemed to be reacting to both visual 
and auditory hallucinations. She paid little attention to those around her. Her first 
productions were hard to follow, patient using such words as ‘‘consequation’’ for consti- 
pation, ‘‘venerance’’ for reverence, ‘‘ mercuratile’’ for mercurial. Within 24 hours she 
talked spontaneously as follows: 

‘*Good-bye—just once, Arthur—good-bye—Mother—Mother (rushes out into corridor 
thinking she hears her mother). I promised I would not do. ..?. . . not marriage— 
no I don’t believe in marriage.’’ . . . She says mother believes—marriage—‘‘I was a 
mistress to 3 men’’. . . ‘‘He never makes a great record——he has manly ways... a 
remarkable strong man—watch him, it may be political (To mother whom she helievcs 
is in hall) ‘‘Oh you needn’t talk of me. Mother keep quiet, don’t talk about me.’’ She 
says she enjoys the feeling of urinating; later says ‘‘I have to do something’’ (shouts 
for Arthur). ‘‘I don’t want anything in the world except to love him—why should he 
suffer--I was never unfaithful—if it hurts you as it does me let us live togciler’’ 
(laughing). ‘‘Someone is calling—-go! there he is—go! call him quick—I didn't know 
what happened till the next morning—I was quite unconscious—it will go hard—-My 
God! this is awful cause 1 know’’ (talking to someone in space). ‘*Won’t you let me 
do that—couldn’t he get himself out somehow?’’ (erying) ‘‘1’ll die—won’t you ask 
him-—don’t do that just for revenge’’—‘‘ We have had trouble with our own mother-— 
mother! no intentions are to be asked-—she will thoroughly disgust him—I’d die—Oh 
God! don’t know—show my clothes—Arthur won’t you, can’t you come—please look at 
me Arthur—he won’t look! Menstruation—you know the time—I have been weak—~it is 
killing me—Oh God I never (crying)-—later to Arthur—‘‘Can’t you . . . I will make 
you more famous than I myself (laughing) be patient—I am coming—what is it-—-maybe 
—I forgot I must remember—oh please don’t deceive me! ’’ 


At this time she was disoriented in all fields and had no appreciation of her situa- 
tion. 


Two weeks after admission her delirium had subsided. During this time she ran a 
temperature averaging 101 degrees F. with a pulse between 80-90. No sedative medica- 
tion was given. Fluids were pushed, elimination by colonics established, warm baths 
and packs prescribed with massage. Her restlessness and over-activity subsided and she 
was soon showing considerable interest. X-ray of her teeth at this time showed several 
badly infected teeth and unerupted molars also infected. A month after admission she 
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was superficially comfortable, cooperative and following a full schedule of activities, 
She had gained 10 pounds in weight. However, she showed a definite delusional trend 
dating back at least one year. Further history indicated that before she was sent to 
Bellevue in a delirium she was sleeping poorly for weeks and had been using alcohol, 
bromoselzer and spirits of ammonia as stimulants. She had a fixed idea that she was 
creating work which was used by a music conductor in his scores, that this work was 
obtained by him through something like thought transmission from her. She did not 
understand the method but was suspicious that the physician knew more about it than 
he would admit. She remained in the hospital six months and during this time knew 
through messages in the newspapers that ‘‘Arthur’’ continued to use her ideas. She 
believed he loved her, that his wife knew it and kept him from her. He deliberately 
played with her through suggestion, etc. The case undoubtedly is a schizophrenic and 
we see in her toxic state expressions of a trend already well established. However one 
would not recognize this in its proper setting at the height of her delirium. She had 
gained 27 pounds in weight and otherwise was in excellent physical health when she was 
transferred to another hospital. She will probably get back into the community again. 


CasE 4. Patient was the only girl of seven children. She was born in Pennsylvania, 
41 years ago. The family history discloses that the father and two brothers were 
alcoholics. Two brothers had physical defects of congenital nature. 

She left grade school at 16, took a business course of several months’ duration and 
then entered an uncle’s office where she remained for 18 years. She lived with her 
mother. At about 20 she became engaged to a man, the engagement being broken a year 
later ‘‘ because of gossip.’’ Ten years later she became re-engaged to the same man and 
again the engagement was terminated, this time by the death of her fiance. She married 
finally at 34 and had two children, one five and a half years and the baby aged five 
months, the latter precipitating the psychosis. Her husband has always been alcoholic, 
with numerous resulting marital difficulties. Temperamentally she was always quick, 
alert, practical, but at the same time sensitive, somewhat reserved and stubborn. 

Her second child was born in December, and she nursed it until the following April, 
four months later. About this time she began to worry about insufficient milk. She con- 
tracted a severe cold, began to eat poorly, was sleepless and inclined to excitability. A 
month later was extremely irritable, agitated, tense and somewhat apprehensive. She nuw 
began to express delusions, believed she had killed her baby, that her husband was dead, 
that she was to be attacked. She then stopped talking and became very resistive. She 
was treated at home, various sedatives being given to keep her quiet, but finally she was 
sent to a small sanitarium where she remained two weeks before coming to Bloomingdale. 

On admission the physical examination presented an undernourished, dehydrated 
woman appearing at least ten years older than her actual age of 41. ‘The skin was dry 
and colorless but the face was flushed; her eyes were sunken, the tongue coated and the 
pharynx congested. Heart, lungs and abdomen were negative. There were several 
infected abraded areas, and a self-inflicted wound of the left hand, also infected, where 
she had bitten herself. The temperature was 102 degrees F, pulse 120, R. 24, blood pres- 
sure 145-100, W. B. C., 12,200, polys. 72 per cent. Urine showed trace of albumen, 
some W. B. cells and a specific gravity of 1.027. 

Mentally she appeared agitated, fearful, suspicious and resistive. Shortly thereafter 
she was stuporous and incontinent. It was necessary to tube feed her. Within a day or 
two she was talking in reaction to visual and auditory hallucinations. Her husband had 
been killed, her baby was burned to death. She thought she was on a boat, said the 
house was on fire. She was disoriented in all fields. 
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The toxic picture continued for six weeks, the patient during this time running a sep- 
tic temperature with a rapid pulse. As a result of her general toxemia further compli- 
cations developed including a periostitis of the left arm and a rectal abscess) A 
severe pyorrhoea and numerous infected teeth were also present. Mentally she remained 
confused and clouded rarely speaking. She would occasionally impulsively attack people 
in reaction to hallucinations, once said the nurses were cutting people’s fingers off, 
again that they were putting people in the furnace. 

She was treated mainly by stopping all sedatives, by tube feeding, colonics, baths and 
packs. Massage was also used but she was very resistive to this, though she finally 
accepted ultra-violet light therapy. She responded very slowly, however, to all therapy 
but as already noted, after six weeks the acute phase was over. From then on she 
gradually improved physically but it was several months before she looked well. Mean- 
time all her teeth had been removed, many abscesses drained, ete., but her mental condi- 
tion settled into a more or less chronic state. Four months after admission she talked 
spontaneously for the first time in detail. She said: 

‘*T’ve been killed a million times over—I was tortured—lI haven’t any head—-I haven’t 
any eyes—I have seen rattlesnakes dunce—I never was married—I’ve been with wild 
beasts—I am to be the madonna of all races—I have the body of another woman—I have 
been baked. I have no heart—there have been no sun or stars.’’ 

Shortly after this she returned to a negativistic, inaccessible catatonic state. She wus 
transferred to a State hospital a year after admission unimproved. 


ETIOLOGY 


The etiology of such cases may seem diffuse but certain facts 
stand out. In the first place it is evident that the tendency not to 
recognize the early symptoms of a developing depression, or excite- 
ment or delusional state, presents the opportunity for mismanage- 
ment. Lack of ambition, developing listlessness, dulling of inter- 
ests lead to efforts of stimulation which only further lower the con- 
stitutional resistance. The use of alcohol to ‘‘take the edge off the 
depression’’, or its use by those whose excitement is concomitant 
with poor judgment and lack of the usual inhibitory insight, 
together with limited sleep and lack of sufficient nourishment, com- 
bine to establish a narrow margin of constitutional stability. Seda- 
tive drugs are so easy to get and so easy to give that such medication 
is inevitably taken or prescribed. As the restlessness and insomnia 
increase the sedatives are varied and increased, one forgetting at 
times that excessive amounts often give rise to the restlessness and 
anxiety one is trying to control. If the individual already has a 
subacute or chronic infection such as diseased tonsils, infected 
teeth, or perhaps a gastro-intestinal or gynecological condition, it 
may readily be appreciated that these too join the exogenous forces 
in the general depletion of the individual’s resistance. 
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Referring to our examples, Case 1 shows two suicides in the 
immediate family precipitating a depression of manic-depressive 
nature which lasted for about three months, the patient during this 
time being cared for at home. She was then sent on a sea voyage, 
drank some to regain her cheerfulness and a week after sailing 
suddenly became over-active and excited. She was returned home 
promptly where her maniacal excitement was so great that she was 
sent to a small sanitarium. Here she was given large doses of 
sedatives. She lost weight rapidly, frequently refusing nourish- 
ment, and six weeks later on admission to Bloomingdale was in the 
severe toxic condition described in her abstract. 


Case 2 developed a depression following business reverses but 
continued her work for several months, the sister recognizing that 
the patient was different, low-spirited, ete., but otherwise not 
unusual. A physician stated she was in satisfactory physical health. 
Her despondency was not recognized as morbid or abnormal. Then 
rather abruptly the picture changed. She became over-active, 
boastful, extravagant, began to drink and smoke excessively, had 
little sleep, missed her meals and did many unconventional things. 
She was seen by many physicians, sedatives were prescribed indis- 
criminately and she finally was classified as a drug addict, later 
an alcoholic, being committed as such to a small sanitarium. She 
came to us in an extremely exhausted, toxie state. 


Case 3 had a paranoid psychosis for at least three or four years 
before admission. She eventually left her family, who regarded 
her as peculiar and opinionated, and lived alone. She drank alco- 
hol in varying amounts and at least six months before admission 
was using bromoselzer, the exact amount never being definitely 
established. After she was taken to Bellevue in a delirium two 
days before admission to Bloomingdale, a search of her room 
revealed over 100 empty bromoselzer bottles. On admission she 
presented a pretty picture of an organic delirium. Later she admit- 
ted that for weeks she had not been sleeping and to obtain sleep 
found it necessary to constantly inerease her aleohol, then the 
bromoselzer and finally large doses of veronal. 


Case 4 developed a post-partum psychosis with many delusions 
and while cared for at home was permitted to go without nourish- 
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ment, had large doses of sedatives including allonal, luminal, para!- 
dehyde and ‘‘neurasthenic’’ ampules. She came to the hospital six 
months after the onset of her psychosis with a well developed toxi« 
condition. 

Could one separate such cases during the toxie phase from the 
picture of an organic delirium per se? Hoch in 1912 in discussing: 
toxic-infectious psychoses called attention to a mixture of reaction: 
on the basis of a toxic-infectious etiology. He stated that manic an: 
dementia precox-like reactions occurred on such a basis. He noted, 
however, that Bleuler, particularly in cases showing hallucinations, 
regarded them as belonging to the schizophrenias, the latent endo 
geneous forces being lighted up by the toxie features. On the other 
hand Kraepelin has deseribed delirium in manic-depressive psy- 
choses without an infective-exhaustive etiology. Again Haviland 
in discussing the relation of manic-depressive psychoses to the 
infectious-exhaustive group was uncertain as to whether the hallu- 
cinatory experiences and more or less clouding was endogeneous or 
part of an organic delirium. 

We believe that in our cases the toxie picture is one thing and 
that an underlying psychosis is another. To recognize this when 
the patient is delirious, obviously physically ill with a temperature, 
ete., is still another. Three of the cases at the height of the illness 
had visual and auditory hallucinations. All had a disorder of 
orientation. All showed some variation in the levels of conscious- 
ness during the phase of delirium. Therefore, with this sympto- 
matology one could not differentiate them from the ordinary 
organic delirium. When we considered the trend once an anamne- 
sis had been obtained we found it had influenced the picture 
expressed in the delirium. Case 1, for instance, continued to show 
impulsive suicidal reactions, when clear for a moment begging to 
be allowed to die. Cast 3 shouted constantly for the lover who both 
before and after her delirium was so important in her phantasies. 
She called him by name, thought he was with her and lived through 
a sort of a fancied rape with him as her productions will show. 
Case 4, the post-partum, believed her husband had been killed, that 
her baby was dead; later when her delirium had cleared up she still 
expressed the same trend. Both cases 1 and 2 showed at intervals 
as the level of consciousness fluctuated, a tendency to distractibility 
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and flight. Without the evidence of a previous established psycho- 
sis one would say that these two cases belonged to the toxic-exhaus- 
tive group showing manic-like pictures. Again cases 3 and 4 showed 
early indications of more malignant tendencies, case 3 already men- 
tioned showing auditory hallucinations with incestuous phantasies 
even when temporarily clear. Case 4 showed continuously the nega- 
tivism and postural reaction that later characterized a typical cata- 
tonia. So these latter two cases with an apparent toxic-exhaustive 
psychosis showing dementia precox-like tendencies, underneath, as 
we have already noted as having been described by Bleuler, were 
really schizophrenias. 

It has been interesting to compare the course of the toxic state 
with the progress of the psychoses beneath it. In case 1 the psycho- 
sis had existed four months before the toxic features became appar- 
ent. The systemic reaction lasted approximately six weeks inelud- 
ing the three weeks before admission; her depressed trend was 
apparent during this time; this was followed by a hypomanic state 
of three months and then recovery after a total period of nine 
months. Case 2 had been psychotic ten months (depression fol- 
lowed by an elation), then developed a toxic delirium lasting one 
month, became manic shortly after, four months later was depressed 
and then recovered at the end of six months, a total period of 21 
months. Obviously it is impossible to estimate the effect upon the 
duration of the primary illness of the toxie forces but the fact that 
these two patients recovered emphasize the belief that they unneces- 
sarily endured a period of critical illness. Case 3 who was psy- 
chotic over a year and Case 4 psychotic for at least two months 
before the organic picture became apparent did not recover. Both 
as already noted were schizophrenias. Case 3 became clear 10 days 
after admission, continued to improve physically but her paranoid 
trend became more evident and six months later she was trans- 
ferred to another hospital. Case 4 showed toxic features including 
irregular temperature, abscess formation, bone involvement, ete., 
over a period of several months. She was completely disoriented 
for the first six weeks, the delirium eventually cleared up but a year 
later she was transferred to a State hospital unimproved. At that 
time she weighed 100 pounds, a gain of 10 pounds since admission. 
She was negativistic, hallucinated and for the most part inaccessi- 
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ble. One might speculate in this last case as to whether if she did 
have definite assets for recovery or a remission, these in turn might 
not have been exhausted by the serious organic complication. 


TREATMENT 


As to the treatment of the toxic condition in functional psychoses 
it is obvious that we would treat it as the essential illness. The 
therapeutic campaign is intensive and indeed more concrete than 
in many other mental cases. And no problem gives more satisfac- 
tion to the physician than that of the proper treatment of toxic 
conditions. 

Intelligent and cooperative nursing care plays a most significant 
role and it is doubtful if the optimum could be obtained outside of 
the hospital. And it is not only the nurse experienced in psychiatric 
management who is needed but one who recognizes the importance 
of treating the physical complications. 

Close clinical observation of the patient, the physical findings 
and the laboratory studies give us the indications as to treatment. 
Of primary importance, of course, is sufficient fluid intake and 
proper elimination. The delirious toxic patient rarely takes nour- 
ishment satisfactorily by mouth and we do not hesitate to imme- 
diately resort to tube feeding. We do not think it wise to quibble 
about this, waiting for a day or several days to see if she will eat 
or being satisfied when she nibbles a little toast or sips a little water 
or tea. She needs fluids and nourishment and we start off tube 
feeding her three times a day. 

So with elimination ; enemata and colonic irrigations daily during 
the acute phase are indispensable. Some patients are incontinent 
but we recommend a carefully kept record of fluid intake and output 
when practical. 

The second point in treatment is the management of the insomnia 
and extreme restlessness. At Bloomingdale we rarely use a hyp- 
notic or sedative drug. Toxic cases already have usually had large 
amounts of such medication and as noted in our foregoing etiology 
bear some relation to the symptoms presented. Continuous warm 
baths and cold or warm packs take the place of sedatives. We 
never use restraint or seclusion. Frequently by having a nurse sit 
by the patient’s bedside it is possible to lessen the tendency to get 
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out of bed or otherwise exhaust needed reserve strength. Cold 
compresses, warm drinks and massage are extremely helpful. We ’ 
use them all. | 

Thirdly we must search promptly for the sources of infection 
which, latent or subacute in the individual, flare up as the constitu- 
tional defense lets down. The teeth, the sinuses, the tonsils may he 
playing a part. Frequently skin infections are present. Case 1, for ( 
instance, sad a severe pharyngitis and inflamed tonsils which were 
treated locally. She also had a number of abscesses of the skin 
which required daily dressing but improved rapidly following the 
preparation and administration of an autogeneous vaccine. Later 
her tonsils were removed. Case 2 had an obstinate Vincent’s 
angina and a large abrasion discharging pus over the sacrum, 
which received appropriate treatment. Case 3 had numerous 
infected teeth removed including two impacted molars. Case 4 had 
a badly infected mouth with many infected teeth. She also had 
cervical lacerations of the uterus with a foul discharge. She later 
had numerous complications as a result of a general septicemia, 
requiring prolonged treatment. 

The state of the patient’s nutrition is naturally very important 
and as already noted tube feeding, if necessary, is immediately 
adopted. Ifthe patient is more cooperative a special nutritious dict 
is ordered and strictly adhered to. Sufficient nourishment is neg- 
lected often in disturbed patients. Ultra-violet light therapy is 
quite valuable and we use it for all such cases. As the temperature 
subsides and the toxie features lessen the patient has the aid of our | 
pliysiotherapists. She is outdoors as soon as possible, opportunity 
for exercise in the open is provided and a modified process of | 
‘*building up’’ through graded activities begins. Finally, in this 
particular group, the case resolves itself into treatment of the orig- | 
inal psychosis, which is outside the scope of this paper. 


PREVENTION 


This brings us then to our concluding remarks whereby we wish 
to emphasize the most important aspect of our discussion. We do 
not wish to appear too dogmatic or idealistic toward the problem ) 
but in our opinion many of the toxic features developing in the 
functional psychoses need not occur. We believe the examples we 
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have used give definite and concrete suggestions along this line. 

A study of the early development of our cases indicates a pre- 
hospital period of varying months’ duration when the original psy- 
chosis is already definitely established. The family doctor and the 
family itself frequently do not recognize the existence of the men- 
tal illness. Fortunately, due to mental hygiene propaganda, this 
latter situation is not as prevalent as it used to be but we have to 
continue to emphasize it. It is during this period that much can be 
done to prevent the additional development of toxie and exhaustive 
factors. Experience has shown that early hospitalization is a most 
important measure and it is obvious that the sooner the patient 
comes into an environment where the facilities and understanding 
for proper treatment are available, the less is the danger of avoid- 
able complications. If the patient does not come to the hospital 
immediately, there are some definite suggestions to follow out. It 
isn’t always wise to send depressed cases on trips. One of our 
patients took a sea voyage while depressed and while on the trip 
became excited, lost weight rapidly and was in a state of exhaustien 
when she returned. Both depressed and excited cases tend to lose 
weight but the state of nutrition should never be neglected or a low 
level of such regarded as inevitable. This applies as well to cases 
in the hospital. As the weight goes down, so follows the constitu- 
tional resistance. It is surprising also to note the high specifie grav- 
ities of urines in such cases. They do not get sufficient fluids and 
poor elimination is concomitant with this. Such a state is some- 
times vaguely called an acidosis and blood pictures bear out the 
evidence of abnormal concentration of bodily fluids. 

As to the use of sedative drugs and hypnoties, our experience indi- 
cates that these are used far too often and too much. In insomnia, 
which after all is only a symptom, temporary relief may be obtained 
by any one of many preparations; but treating the symptom doesn’t 
cure the illness, and one finds one drug after another being used, 
with increasing dosage. Eventually the sedatives are as much a 
part of the toxemia as anything else. We have rarely used seda- 
tives in treating mental illness. Packs, baths, massage, warm 
drinks, a tactful nurse, ete., form our armamentarium. We venture 


to say that most toxie cases have at some time or other been over 
sedativized. 
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Also in anticipating a toxie condition in the psychotic patient 
much can be done to increase the patient’s resistance by removing 
any chronic or subacute infection which may add their bit and some- 
times a very important bit to the forces already enumerated in 
creating the toxie state. For instance, infected teeth and infected 
tonsils should be attended to early. Proper attention to the skin, 
meaning, of course, careful nursing attention, must be insisted upon. 

Finally the tendency of patients, particularly excited cases, to 
actually become physically exhausted through their many and 
varied activities should be borne in mind. One of our cases was 
permitted by a kind-hearted but over-indulgent sister to follow her 
hypomanic trails for over three months before she collapsed. How- 
ever, this again applies in our care of disturbed patients in the 
hospital. 

To summarize our attitude toward the problem of toxie exhaus- 
tive complications in the functional psychoses we might conclude 
by drawing an analogy to the internist with his typhoid case which 
develops a pneumonia. Such a complication may oecur and does 
but he is constantly on guard to prevent it. When it oceurs he 
doesn’t like it—it embarrasses him. If we as psyehiatrists could 
adopt this viewpoint it would mark another step forward in the 
application of our knowledge to the best advantage of our patients. 
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A REPORT OF A CASE OF HYPERTROPHIC 
OSTEO-ARTHROPATHY 
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AND 
GEORGE C. BOWER, M. D., 
SENIOR ASSISTANT, PATHOLOGIST, WILLARD STATE HOSPITAL 


This is a report of a case of dementia precox, who during his 
hospital residence, developed an osteo-arthropathy of the fingers 
and after death was found to have an aneurysm of the transverse 
portion of the arch of the aorta. 

L.O. T. Ident. No, 31155: Admitted April 24, 1917, Willard State 
Hospital. 

The family history is negative. 

The personal history—patient was born in Baltimore in 1879. 
There is no information as to early childhood and adolescence. 
While at college, he was noted as being precocious. He disecon- 
tinued his studies at the age of 19 years and engaged in the writing 
of space material for various newspapers in New York. He was 
unsuccessful in maintaining a position because of his inability to 
concentrate on any particular line of work. 

In 1903, he was first admitted to a hospital in New York. He 
remained there until December, 1904. He was readmitted in Sep- 
tember, 1905, and stayed there until May, 1906. In January, 1908, 
he was again admitted and on April 24, 1917, he was transferred to 
this hospital. 

His psychosis was characterized by a grandiose trend, which was 
not constant. While it was present, he would show many bizarre 
mannerisms. During this period, he would exhibit impatience, 
irritability and assaultiveness. He showed an alternate mental 
condition in which he would play the banjo, assist in the care of 
other patients and produce his ideas of grandeur in an indifferent 
manner. During this state he would have many somatie complaints, 
which on examination, proved to have no physical basis. 

The progress of his case showed a gradual deterioration with 
reduction of interest until he seemed concerned only with his small 
trinkets and hypochondriaeal ideas. 
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It is to be noted that even up to his death, he at no time com- 
plained of any symptoms referable to his real and serious disease, 
but always of his delusional bodily disturbances. 

In April, 1913, an examination showed him as having cyanosis 
of the finger tips with a beginning clubbing. In 1917, the clubbing 
of the fingers was quite marked. The toes were beginning to be 
involved also. He was anemic. Pulse was regular and of good qual- 
ity. In 1925, he showed enlargement of the cervical glands. This 
was due to infected teeth and cleared up after their removal. 

In August, 1925, photographs and X-rays of the hands were 
taken. The latter (see Plate 1), showed bony overgrowth of the 
terminal phalanges, particularly on the ventral surface (see thumb) 
and the lateral points of the end of the second and end phalanges. 
There were also bony protuberances midway on the lateral surfaces 
of the first phalanges. The metacarpals appeared normal. In the 
photographs, the fingers showed spatulate from the antero-pos- 
terior view. The lateral aspect (see Plate 2), showed the swelling 
as being largely of the distal phalanges and ovoid in shape. The 
normal hand in the picture has spatulate fingers and is approxi- 
mately the same size as that of the patient. 

Examination of the lungs revealed some slight emphysematous 
changes, but no apparent pathology as the cause of the arthropathy. 
The heart appeared normal in size. The heart sounds were regular 
and of good quality. 

For the next four years, the patient showed no obvious changes 
in the mental or physical pictures. 

In May, 1929, he began to lose weight, slight in amount, but 
noticeable. [le had also developed a minor degree of asthma which 
was worse toward the end of the day. The pulse showed an 
increased rate and pressure. The heart was somewhat enlarged. 

On July 28, 1929, he suddenly fainted. The heart showed marked 
arrhythmia. There was cyanosis of the hands and feet with swell- 
ing of the feet and ankles. His asthma was severe. He complained 
of headache in the frontal region, but not of dizziness. 

August 5, 1929, under digitalis he appeared much improved. The 
cyanosis of the hands and feet was relieved. The pulse seemed 
normal in rate, rhythm and intensity. The heart sounds were still 
of poor quality. The asthma was entirely gone. 
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PLATE 2 
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August 6, 1929. He sat up in bed at 7:30 a. m., and received thie 
usual morning care. He lay down again and appeared comfortable. 
At 9:15 a. m., he again sat up, but suddenly collapsed and died 
having given no indication that death was imminent. 


Avtopsy FrINpINGs 


This was a well developed, fairly well nourished white male. His 
apparent age was 60 years. The eyes were grey, pupils were in 
mid-dilation, regular and equal. A pale yellow color of the skin 
and conjunctiva was present. The distal third of the fingers 
showed a marked clubbing. A post-operative sear, 8 em. long, 
extended along the right inquinal canal. The scalp was slightly 
thicker than usual. 

Skull was of average thickness and density. The dura was not 
adherent. Pia arachnoid was clear and stripped readily without 
tearing the cortex. There was an increase of clear cerebrospinal 
fluid in the meshes. A small amount of encysted fluid was present 
between the cerebellum and cord. There were numerous fine epen- 
dymal granulations on the walls of the third and fourth ventricles. 
The right lateral ventricle was smaller in capacity than the left. 
The entire brain weighed 1,360 grams, was very pale in color and 
firm in consistency. There was no gross evidence of atrophy, hem- 
orrhage or softening. 

Microscopically, the vessels of the brain showed some thickening 
of their walls. Most of the large pyramidal cells contained brown, 
homogeneous material, the Nissl granules being diminished or 
entirely lacking. There was some increase of small glial cells in 
the temporal and occipital sections. 

The anterior lobe of the pituitary contained a bloody cyst, 3 mm. 
in diameter. 

The subcutaneous fat was small in amount and intensely yellow 
in color. The skeletal muscles were pale. Blood oozing from the 
cut vessels was pale and watery. A small amount of bloody fluid 
exuded from the nostrils and trachea. 


Both pleural cavities were free from exudations and adhesions. 
The surfaces were smooth and glistening. 

The lungs were emphysematous, completely filling the cavities. 
They were pale in color and showed no evidence of pneumonia or 
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chronic proliferative disease. The right lung weighed 350 grams; 
the left, 440 grams. 

The pericardium contained many firm fibrous adhesions between 
the opposing surfaces, so that the cavity was obliterated. No flu. 
was present. 

The weight of the heart was 380 grams. Subpericardial fat was 
average in amount. Coronary vessels were somewhat thickened at 
origin, but were patent throughout their course. The cavities were 
free of clot. The myocardium was red and firm. The foramen 
ovale was closed. Valvular leaflets were pliable and competent. 
Microseopical examination revealed pale and many fragmented 
muscle fibers. The cross striations were only occasionally seen. 

‘The arch of the aorta was dilated. The transverse portion con- 
tained a lamellated clot, 6 em. in length, varying in thickness from 
lto2em. The average width was 5em. The more external part 
showed organization, while the inner was mostly fibrin. The entire 
mass was adherent to the esophagus. Through the mucosa of the 
esophagus a laceration of 2 mm. in length communicating with the 
aorta was present. (See pictures A and B.) 

The intima of the aortie arch contained many small atheroma 
and striations. An annular heaping of the intima was present about 
the orifices of the intercostal arteries. The abdominal! aorta showed 
little change from the normal. Microscopically the aorta showed 
an irregular thickening of the intima and large elevations of con- 
nective tissue were present. The fibrous tissue was mostly compact 
except for a few areolar patches. The media, although cellular, 
showed most of the fibers contiguous. There was no general peri- 
vascular infiltration of the vasa vasorum, although a few small eol- 
lections of plasma and lymphocytes were present in the media and 
adventitia. [Examination of the esophagus revealed a large area 
of leukocytic infiltration of the muscularis and submucosa. The 
muscle fibers of the area were mostly necrotie. 

The stomach contained a blood clot weighing 810 grams. This 
was laminated and partly digested. Many firm adhesions were 
present about the post-operative sear of the right inquinal region 
and the adjacent coils of the small intestines and caecum. The 
caecal region was greatly distended with black tar-like material 
The lumen of the colon was narrowed in places by the adhesions. 


| 
: | 


AORTA 


TRACHEA 


TRACHEA OESAPHAGUS 


OESAPHAGUS 


AORTA 


4 
ee 


284 A CASE OF SOLITARY CYST OF THE KIDNEY 


orifice admitted only the tip of the little finger. Myocardium was 
firm in character. There was some increase of fibrous tissue about 
the coronary vessels. The intestines were greatly distended with 
gas. The liver was hyperemic in the dependent portions. The 
spleen was small, firm, and showed some increase of fibrous tissue. 
The left kidney weighed 80 grams. It was firm and contracted. The 
capsule was adherent and when stripped left a coarse granular sur- 
face. Microscopic examination showed a chronic vascular nephritis. 

The right kidney weighed 150 grams. It contained a solitary cyst 
of the superior pole which measured 6.5 by 6.5 by 5 em. The kidney 
including the cyst measured 8 by 4 by 6em. The cyst wall was thin, 
translucent, and grayish white in appearance. The inside wall was 
smooth and shiny. The fluid content was clear and yellowish, hav- 
ing a high percentage of albumen. No connection existed between 
it and the pelvis of the kidney. 


SUMMARY 


A ease of solitary cyst of the kidney is reported. The presence 
of a chronic vascular nephritis with sear tissue and constriction of 
the tubules, places this case in the group which develops according 
to the theory of Virchow. 


Hueper: Solitary Cyst of the Kidney. Arch. of Path. 7:1023, 1929. 
Kairis: Zur Kenntnis der solitaren Nierencysten. Arch. f. klin. Chir. 149:700, 1928. 
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STERILIZATION OF THE FEEBLEMINDED 


BY CHARLES BERNSTEIN, M. D., 
SUPERINTENDENT, ROME STATE SCHOOL 


The sterilization operation, whether castration and ovariotomy 
thus destroying the source of the human germ eells, or that of 
vasectomy and salpingectomy resulting in blocking off passage of 
germ cells, will variously modify the personality makeup of the 
individual. This has been well proved through ample experience 
and as was well set forth by experts in the hearing before the 
Justice Rudd of Albany in the case of Osborne in 1915 when the 
proposed procedure of sterilization on Osborne was reviewed by the 
Supreme Court of New York State. At that time it was proposed 
by the New York State Procreation Commission that Osborne, an 
inmate of the Rome State School, aged 18 years, mental age 10 
years, should have a vasectomy performed to render him sterile and 
then release the young man from the custody of New York State. 
In the discussion it was proved to the satisfaction of the court that 
the more serious operation of removing the reproductive organs 
and thus, the source of the germ cells also removed from the body 
organs of internal secretion greatly needed to render the individual 
normally active both nervously and mentally, and that where the 
minor operations of vasectomy and salpingectomy were used while 
the individual is less seriously harmed organically or physiologi- 
cally, the mental status thus induced rendered the individual handi- 
capped in the struggle for a livelihood because of a conscious or 
subconscious feeling of inferiority. A discussion of the problem 
of sterilization of the human subject directly leads to statements 
based on experience and observation and the conclusion must neces- 
sarily be highly speculative and much of the nature of individual 
conviction rather than a statement of scientific and fundamental 
facts. 

There are several arguments which lead to the conviction that 
as a humanitarian or eugenic measure sterilization will not result 
in the benefits to the human race predicted by its advocates, espe- 
cially those who advise it as a measure to prevent deterioration in 
the human family or as an economie procedure to relieve future 
generations of the burden of the unfit. 


286 STERILIZATION OF THE FEEBLEMINDED 


As a voluntary measure on the part of the individual or family 
accepted on the recommendation of friends or physician to alleviate 
deterioration in the individual under certain definitely defined con- 
ditions, we have known the operation to act as a remedial measure 
of no small worth. However, in such cases primarily the interests 
of the individual are considered as would be the case in any form 
of physical disease rather than the interests of society or the State 
at large. 

A large question is, who shall be the subject of the sterilization 
operation, as it is one of large moment not alone to the individual 
but also to the whole race; for who, noting what fine physical speci- 
mens many morons are, dare say that it is not the part or plan of 
nature through the moron to produce a much improved physical 
human being in whom the internal organs, including the brain and 
nervous system, will be much more resistant to disease and early 
deterioration and thus, finally develop a human being in whom the 
heart, lungs, liver, kidney and especially the nervous system will not 
break during the most productive period of adult life, really a super- 
physical man in whom may later engrafted or developed a highly 
organized and stable nervous system and brain which will by far 
outwit any that we have heretofore known and that the race may 
yet realize the super-man for whom in the past nations have made 
large sacrifices as well as born costly burdens. 

It is well known by those working among the mentally defective, 
that the lower grades of feebleminded as the idiots and imbeciles 
are really not the ones afflicted with the hereditary form of feeble- 
mindedness and that among the morons in whom the condition is 
principally, like father, like son, the degree of social adjustment 
very little if any, depends on the degree of mentality but rather 
depends on the social contacts and family environment and thus, in 
such cases the basis for operation will be greatly obscured and will 
be more influenced through social status than organic biological 
inferiority. 

As a humanitarian or economic measure to relieve human suffer- 
ing or personal restraint in institutions or custody or to relieve 
the family or society of a financial burden or even to limit or cur- 
tail the total number of defectives there is little reliable evidence 
to substantiate the procedure. On the other hand we have ample 
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experience to convince us that the most detrimental behavior on 
the part of mental defectives is not their sex irregularity and repro- 
duction but rather their many other forms of unsocial behavior, as 
bodily uncleanliness and transmitting of infectious disorders, 
including venereal disease; also their social mal-adjustment such as 
vagrancy, dependency and delinquency. 

In view of all this whether the feebleminded are sterilized or 
not, many if not most of them must be either segregated or super- 
vised during the greater portion of their lives and it has been amply 
proved that proper training and supervision will save most morons 
from lives of crime and disease and even from lives of marriage and 
reproduction if we wish to go that far in face of the limited biologi- 
eal, physiological and pedagogical knowledge which we now have. 

Where we have known three or more generations of morons who 
have lived under favorable conditions we have been impressed with 
the apparent improvement in mental ability as well as social adjust- 
ment and ability for school progress and are convinced that a 
developmental or evolutionary process is active in such families 
and that where so-called degeneracy appears, deleterious environ- 
mental influences are the chief causative factors. 

At best or worst only a very small percentage of the defectives 
would be reached by sterilization, first, because not over one-fourth 
of all defectives will fall to the lot of the State to be cared for in 
institutions and, second, it is not to be assumed that a great number 
of those supported by their families will be subjected to such 
treatment. 

A very small percentage of the committed defective males ever 
marry or have children. 

The defective females as a class very seldom seek sex experiences 
unless exploited therein and were they immune to conception their 
opportunities for sex delinquency would be greatly enhanced. Thus 
the chances for venereal disease dissemination would be greatly 
increased. The burden and suffering of the next generation from 
the ravages of such venereal disease would probably be greater than 
they would have been had the defectives not been sterilizd. 

It is well known that venereal disease is one of the great contrib- 
uting causes to insanity as well as other forms of physical, nervous 
and mental deterioration. 
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It has been well proved that a very large percentage of moron 
and other defectives may be rendered, socially and economically 
efficient and well and safely adjusted through proper training and 
vocational guidance and supervision and this too, at not an excessive 
cost, which cost would be much less than would be that of caring 
for those who would become venereal and delinquent if allowed their 
liberty after sterilization. 

In fact, it is already becoming evident in those districts where 
sterilization is most practiced and large numbers rendered sterile 
that to a great extent segregation and supervision is still needed to 
render them safe and free from crime as well as socially and eco- 
nomically efficient, also that a very considerable number of those 
sterilized soon become venereal and appear at the veneral clinics 
and thus must be held in custody and at the same time are an addi- 
tional financial as well as social burden. 

The question frequently arises: How many of the feebleminded 
who have left the institutions have had children? 

A careful study of all discharged from Rome during a period of 
20 years (1904 to 1924), exclusive of deaths, transfers to other insti- 
tutions, deportations, ete., shows a total of 954 males of whom 375 
could be located, and 511 females, 261 of whom could be located, and 
carefully studied after a very exhaustive search. Of these only 34 
males had married of whom only 18 had children, 29 children in all; 
and 162 females had married, of whom 92 had altogether 207 chil- 
dren, a total of 236 children. 

In addition, the whereabouts of 366 males and 140 females were 
known but not in sufficient detail for a final report at this time. How- 
ever, the indications are that about like percentages of results will 
prevail. The study is still in progress. 

The fact is that there is a common faulty conception in regard to 
reproduction among morons both as regards numbers and charac- 
ter of progeny. Many believe that all morons are extremely pro- 
lifie and that a natural process of progressive human degeneracy 
takes place in feebleminded families and that the trend is constantly 
toward a lower grade of human being. 

As regards number and character of progeny, the foregoing and 
also a study and careful search for information regarding those who 
had passed through colonies and parole and favorable and approve: 
discharge during a 30-year period (1898 to 1928) shows that 186 who 
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had married had only 216 children. This indicates that the concep- 
tion that morons are prolific reproducers is erroneous, at least as 
applied to trained morons, and here is evidence that training and 
culture does for the moron just what it does for so-called normals, 
—that is, limits reproduction, and must in some fundamental way 
alter psychological animalism or reproductive function, possibly 
through varied social experience and resultant bodily fatigue with 
lessened actual sex indulgence. 

So long as much common labor and domestic service and farm 
help is needed and immigration or other sources of supply are cur- 
tained (and immigration always brings with it a horde of social 
outeasts and defectives), there is little need for the practice of 
sterilization under man-made legal enactment to limit the number 
of morons and such measures are not needed to control or limit 
idiocy, as idiocy is principally the result of disease processes anil 
idiots are not alone the offspring of morons but are alike common 
to feebleminded and normal human beings. 

The small farms must be worked and cultured families demand 
domestic service and these are the two ideal places for morons and 
it is a well established fact that morons, like other humans, produce 
numbers of children in inverse ratio to education and training and 
variety of normal social and labor activities. Thus, we need have 
no fear that nature’s plan will allow us to be swamped because of 
any feebleminded menace and when morons are no longer needed 
in nature’s plans, nature will far outwit us in anticipation of the 
real situation and slough off the excess or excresence. 

It is our task properly to house, feed, train and develop the very 
ones whom we later need to serve us and not allow them to suffer 
from neglect or to drift to excesses and perversions during their 
formative period of life and then at an age when they should be 
useful and happy to find them diseased and depraved and dependent 
and criminal. 

In view of these facts and experience in training, socializing and 
rehabilitating morons and especially in view of the experience and 
results of the better practices in special class work for backward 
and moron children in the public schools and improve social case 
work in the community there is little support for the practice of 


eugenie sterilization at this stage of human knowledge and develop- 
ment. 
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INOCULATION MALARIA: SEXUAL AND ASEXUAL STRAINS* 


BY NICHOLAS KOPELOFF, PH. D., 


RESEARCH ASSOCIATE IN BACTERIOLOGY, NEW YORK STATE PSYCHIATRIC INSTITUTE AND 
HOSPITAL, COLUMBIA-PRESBYTERIAN MEDICAL CENTER, NEW YORK CITY 


The practical value of an asexual strain of malaria in the treat- 
ment of general paralysis as has already been pointed out, lies in 
the fact that ‘‘(a) it eliminates the possibility of the transmission 
of malaria to other members of the community; (b) it precludes the 
occurrence of malarial relapse following adequate quinin adminis- 
tration.’ Inasingle strain of benign tertian malaria continuously 
in use since June, 1923, in over 350 patients we have so far failed 
to find any gametocytes in peripheral blood smears. 

The question immediately arises as to whether a sexual strain of 
benign tertian malaria would lose its capacity to develop gameto- 
cytes upon continuous artificial human passage. The present report 
deals with this problem. 

A strain of malaria was obtained in which gametocytes were 
present.t This strain was first used on May 9, 1928, and up to 
August 8, 1929, 123 patients have been inoculated—88 females and 
30 males. As a rule such inoculations were made intravenously, 
occasionally subcutaneously. The malarial course paralleled that 
induced by our former ‘‘asexual’’t strain and the therapeutic 
results in general paralysis were identical. 

Daily smears from all patients were examined from the first ele- 
vation of temperature to its cessation. In all, over 1,700 Wright- 
stained slides were studied microscopically. 

In general most of the slides contained malarial parasites (in 
varying numbers). The important point under consideration is the 
comparative presence and absence of gametocytes. 

A striking difference is to be noted between the two groups as 
regards the per cent of slides with parasites showing gametocytes. 


In order to bring this point out more clearly, averages are presented 
in Table I. 


t Thanks are due Dr. C. O. Cheney, Superintendent of the Hudson River State Hospital, 
Poughkeepsie, N. Y. for his kind cooperation in securing this strain. 


¢ Asexuality will have to be finally determined by testing transmission by mosquitos. 


* Reprinted through the courtesy of Dr. E. B. Krumbhaar, Editor, the American Journal of 
Medical Science. 
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TABLE I, GAMETOCYTES IN FEMALE PATIENTS 


Average per cent Actual] number 
of slides with of cases 
parasites showing showing no 
gametocytes gametocytes 
Group 1—Case Nos. 1 to 44....... ...seeees 69 
(May 9 to November 2, 1928.) 
Group 2—Case Nos. 45 to 89.............00. 16 13 
(November 2, 1928 to August 8, 1929.) 


Table I is arbitrarily divided into two equal groups: Case Nos. 
1 to 44 constituting the first group and Case Nos. 45 to 88 constitut- 
ing the second group. In point of time the first group was inocu- 
lated during a period of seven months. The second group was 
inoculated during the succeeding nine months. 

Thus, compared with the first group there has been a reduction 
in the second group of 53 per cent in the average per cent of slides 
with parasites showing gametocytes. Furthermore, in the first 
group of 44 patients there was not a single patient whose slides 
showed parasites with a complete absence of gametocytes. Con- 
trast this with the second group of 44 patients where there were 13 
patients whose slides with parasites contained absolutely no game- 
tocytes. In other words, gametocytes failed to appear in approxi- 
mately one-third of the patients in the second group. 

These findings point definitely to the fact that in female patients 
the sexual strain of malaria is rapidly losing its capacity to produce 
sexual forms. How many more passages will be required before 
the sexual strain becomes entirely asexual is a matter of speculation 
but the investigation is being continued. Again it should be empha- 
sized that clinically no differences could be observed between 
patients having sexual forms of the malarial parasite and those 
having only asexual forms. 

Consider now the results obtained with male patients. These 
are presented in Table Il where an arbitrary division has been made 
on approximately the same time basis as in the female patients, 
that is, all male patients, cases Nos. 101 to 114 inoculated during 
the first seven months fall in the first group, while cases Nos. 115 to 
135 fall in the second group during the subsequent nine months. 
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TABLE II. GAMETOCYTES IN MALE PATIENTS 


Average per cent Actual number 
of slides with of cases 
parasites showing showing no 
gametocytes gametocytes 
Group 1—Case Nos. 101 to 114 ............ 73 0 
(May 9 to October 23, 1928.) 
Group 2—Case Nos. 115 to 135 ............ 38 1 
(November 9, 1928 to August 3, 1929.) 


From Table II it will be seen that in the first group 73 per cent of 
patients having slides with parasites showed the presence of game- 
tocytes, while in the second group the corresponding figure was 38 
per cent. This represents a reduction of 35 per cent. It will be 
remembered that in female patients the reduction for the same 
period of time was greater, namely, 50 per cent. No patient in the 
first male group and only one patient in the second male group had 
a total absence of gametocytes when malarial parasites were pres- 
ent. Again it will be recalled that 13 female patients or approxi- 
mately one-third of the second group had a total absence of 
gametocytes. 

The obvious inference from these findings is that while there is 
some tendency for the sexual strain to lose its capacity to produce 
gametocytes in male patients, this tendency is not nearly so striking 
as in female patients. Human sex differences apparently exert an 
unmistakable influence upon the life cycle of the malarial parasite. 
An adequate explanation of this curious phenomenon is still 
wanting. 

It was stated at the outset that the ‘‘asexual’’ strain of malaria is 
still being used therapeutically. During the progress of the present 
investigation the inoculaion of the 88 female and 35 male patients 
with a sexual strain of malaria was paralleled by the inoculation 
of 36 patients with our older ‘‘asexual’’ strain of malaria. Daily 
examination of all stained smears in the latter patients failed at 
any time to reveal the presence of gametocytes. This corroborates 
our previous findings.’ 

Biologically it appears, then, that a sexual strain of malaria upon 
repeated human passage loses its capacity to produce sexual forms. 
Such an adaptation might well be anticipated in the light of our 
knowledge of parasitism. The malarial parasite must have sexual 
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forms to complete its life cycle in mosquitoes but gametocytes are 
unnecessary for further propagation in homo sapiens exclusively. 
Clinically this biological adaptation possesses certain advantages 
to which reference has already been made.' 

Therapeutically there is practically no difference between the 
‘‘asexual’’ and sexual strains of malaria. Thus Hinsie*® working at 
the Psychiatrie Institute, found that 32 per cent of female patients 
with general paralysis showed improvement when inoculated with 
the ‘‘asexual’’ strain of malaria. In the series of cases here 
described many female patients were non-luetie but among the gen- 
eral paralyties 27 per cent showed improvement when inoculated 
with the sexual strain of malaria. Again in male general paralytics, 
Bunker and Kirby*® found that 55 per cent improved when inocu- 
lated with the ‘‘asexual’’ strain of malaria, while in our series of 
male general paralyties 54 per cent improved when inoculated with 
the sexual strain of malaria. Obviously the slight discrepancy in 
favor of the ‘‘asexual’’ strain falls well within experimental error 
and the conclusion remains that sexual and ‘‘asexual’’ strains of 
malaria follow the same clinical course. 


SUMMARY 


1. The malarial course and therapeutic results in 123 patients 
(88 females and 35 males) inoculated with a sexual strain were 
identical with those noted in over 350 patients inoculated with an 
‘fasexual’’ strain of malaria. 

2. After seven months the sexual strain of malaria began to 
lose its capacity to produce gametocytes. During the succeeding 
nine months this was found to be much more striking in female than 
in male patients. Approximately one-third of all the female 
patients having malarial parasites failed to reveal the presence of 
any sexual forms of the plasmodium. 

5. The sexual strain of malaria becomes biologically adapted to 
its host upon repeated human passage, as evidenced by its increas 
ing failure to produce gametocytes. 


NoTe.—Particular acknowledgment is due Mr. Peter Cohen for his active assistance in 
this investigation. It is always a privilege to express appreciation of the interest and 
cooperation of Dr. George H. Kirby, Director of the New York State Psychiatric Institute 
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and Hospital, the present members of the clinical staff, Drs. L. E. Hinsie and Joseph 
R. Blalock, and the former members, Drs. C. O. Fiertz and Samuel Parker. 
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EXPECTATION OF HOSPITAL LIFE AND OUTCOME FOR 
MENTAL PATIENTS ON FIRST ADMISSION 


(CIVIL STATE HOSPITALS, NEW YORK) 


BY RAYMOND G. FULLER, 
DIRECTOR OF RESEARCH, NEW YORK STATE COMMITTEE ON MENTAL HYGIENE OF THE 
STATE CHARITIES AID ASSOCIATION 


What becomes of a group of mental patients within given periods 
after their first admission to the hospital system? How many are 
in hospital, some of them having gone out and returned, at the 
expiration of such periods, ending at successively longer intervals? 
How many have died in hospital? How many have been discharged, 
with no subsequent admission? (The exact sense of this question, 
the meaning of the ‘‘final discharges’’ to which it refers, will be 
explained in due course.) How many of the original group, to com- 
bine the last two questions, have been permanently eliminated from 
the hospital system by death or discharge? What happens in 15 
years, and how does the yearly progress of the cases vary by sex 
and by psychosis? 

Such, in brief, is the nature of the inquiry to which the present 
paper is addressed; the data on which this preliminary report is 
based will be otherwise and more fully utilized in later articles deal- 
ing with the general subject indicated by the title. The findings of 
the study as a whole, herein displayed only in part and that part 
only in summary, are undoubtedly significant from both the clinical 
and the administrative standpoint. They furnish a means of prog- 
nosing cases on first admission, though assuredly not an adequate 
means by itself; they throw light on the chances of permanent recov- 
ery in a specified time, or at least on the likelihood of eventual dis- 
charge from, without readmission to, the hospital system (by which 
we mean the New York Civil State hospitals, regarded as a unit). 
Apart from whatever value they may have for prognostic purposes, 
it is hoped that their clinical explanation, which we shall not 
attempt, will interest the psychiatrist. 

The statistical findings have equal, if not greater, significance 
from the administrative standpoint, since they afford a basis for 
estimating the number of hospital beds that will be needed at stated 
intervals for the care and treatment of a known number of first 
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entrants, according to sex and psychosis. They reveal the stages 
of a periodical process whereby the number and proportion of the 
original group still requiring hospital care, whether after continu- 
ous or after discontinuous residence, is decreased step by step, and 
the burden on the hospital system correspondingly reduced. Cog- 
nizance, of course, must be taken of another process, represented 
by the actual growth of the hospital population. 

This study of expectation of hospital life on first admission, it 
may be well to note, is one among a number of projects included in 
a broadly conceived survey of the Occurrence and Social Signifi- 
cance of Mental Diseases in New York State, undertaken by the 
State Charities Aid Association and carried on with the close coop- 
eration of the State Department of Mental Hygiene.* Two of the 
particular projects embraced in the larger enterprise may be men- 
tioned because of their definitely complementary relation to the 
study here partly reported. These are a more comprehensive study 
of the duration of hospital life (in conjunction with various inciden- 
tal and correlative factors) and a study of what happens to hos- 
pital patients in 10 years following their discharge—whether they 
have died, or returned to hospital care, or remained in the commun- 
ity, and how those still in the community are getting along. 

In 1925 Dr. Pollock published an account of ‘*‘ What Happens to 
Patients with Mental Disease During the First Year of Hospital 
Life.’’ In his introduction he said: ‘‘*It has long been observed 
that the first year of hospital life is the most critical period in the 
life history of most patients with mental disease, but ordinary hos- 
pital statistics throw little light on the matter. In order to find out 
more definitely what happens to the patients of the several clinical 
groups in the civil State hospitals of New York during their first 
hospital year, a study of 200 consecutive first admissions of each 
principal group was undertaken.’’** 

This plan of study has been elaborated for the purposes of a 
longer view of patient history and hospital use; and we have taken 
a larger number of cases in each of the clinical groups selected. By 


* The survey is being conducted with funds provided by the Rockefeller Foundation. Raymond G. 
Fuller is in charge of the work. Dr. Horatio M. Pollock, director of the Statistical Bureau of the 
Department of Mental Hygiene, is serving as consultant. Harry Willbach is staff statistician. The 
counsel and assistance of Dr. Pollock and Mr. Willbach in the development of the material forming the 
basis of this article is acknowledged by the author. 

** Pollock, H. M.: ‘‘What Happens to Patients with Mental Disease During the First Year of 
Hospital Life.” Strate HosprraAL QUARTERLY, August, 1925. 
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lengthening the period of observation, it becomes possible to com- 
pare the results at the end of the first year after admission with 
the results found at the end of subsequent years. The changing 
rate of group progress (as measured by the proportion of patients 
in hospital, the proportion of patients who have died or who have 
been discharged without later admission, and the ratio of effective 
discharges to all discharges) may thus be brought into the picture. 

To show the yearly, or periodical, progress of different groups 
of mental patients, with reference to their presence in and departure 
from the hospital system, data were taken from the files of the 
Department of Mental Hygiene relating to cases in the following 
diagnostic classes: Manie-depressive psychoses, dementia precox 
(schizophrenia), senile psychoses, psychoses with cerebral arterio- 
sclerosis, aleoholic psychoses, and general paralysis. In addition 
to these six distinctive groups, our study includes an undifferen- 
tiated group comprising cases from all of the diagnostic classes— 
what might be called, with fair accuracy, ‘‘the run of the mine.’’ 

The reason for choosing the separate psychotic groups above 
mentioned is their outstanding importance, numerically and pro- 
portionally, among total first admissions to the civil State hospitals. 
An examination of the annual reports of Department of Mental 
Hygiene (formerly the State Hospital Commission), for the series 
of fiscal years ending in 1909 to 1928 inclusive, discloses the rank of 
these particular groups in respect to percentage of first admissions 
in each group among all first admissions to the civil State hospitals 
during the entire series of years. The percentages are as follows: 


Male Female Both sexes 

8.0 12.2 10.0 
7.4 5.9 6.7 


The ‘‘combined total’’ is not to be confused with the undifferen- 
tiated group with which our study also deals and which constitutes 
a sample of all first admissions of all diagnostic classes—a sample, 
so to say, of 100 per cent of first admissions. The six other groups 
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selected are the six, as the foregoing table shows, with the largest 
percentages of first admissions for both sexes and for males. 
Among females, however, alcoholic first admissions rank in 
number after ‘‘Undiagnosed’’ and ‘‘With Other Somatic Dis- 
eases,’’ to use the designations of the Statistical Guide employed by 
the hospitals in the keeping of uniform records. 

By way of further preface, a word should be said of the card 
system maintained by the Statistical Bureau of the Department and 
providing a centralized, continuously up-to-date source of informa- 
tion, available for ready reference, with regard to every patient 
becoming a member of the hospital population—a sort of ‘‘loose- 
leaf encyclopedia”’ of patient histories, except that each ‘‘leaf,’’ or 
card, stays in its appointed place in the files. In other words, there 
is first a ‘‘ First Admission’’ ecard, bearing essential data about the 
patient to whom it refers; if the patient is discharged, a ‘‘ Dis- 
charge’’ card is inserted in the files immediately after the ‘‘ First 
Admission’”’ card of this patient; or if he dies, a ‘‘ Death”’ card. If 
the patient is discharged and readmitted, a ‘‘ Readmission’’ ecard is 
inserted immediately after the ‘‘ Discharge’’ card. And so on, each 
eard adding more facts to the history and knowledge of the patient. 
As this system of centralized, uniform record-keeping has been in 
operation in New York State for 20 years, with improvements and 
extensions, it has extraordinary value for  socio-psychiatrie 
research, 

For our study of the yearly progress of cases after first admis- 
sion, material has been drawn, as already remarked, from the 
Department files. The fact should be stressed that the hospital 
histories of the patients are treated as covering intervals from the 
actual date of first admission in each individual case. That is, the 
intervals of years recorded in our primary tabulations and shown 
in the tables of our report, refer not to calendar years but to ‘‘hos- 
pital years’’ reckoned individually for all of the patients considered 
in the study. In this initial paper we are using fewer time inter- 
vals than in recording our basic data; the primary tabulations, of 
which further use will be made as source material, tell the story of 
what happened in each month of the first year of hospital history 
from first admission and in each succeeding year of the period of 
observation. 


i 
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The data which we have compiled afford a maximum view of 
patient history over a period of 18 years, 9 months, beginning Octo- 
ber 1, 1909, and ending June 30, 1928. The period from which the 
cases were selected begins on the former date, extending over a 
suilicient length of time to secure the requisite number of consecu- 
tive first admissions, for each sex of each group, from that date. 
Histories, as shown by the cards in the Department files, were 
traced down to and including June 30, 1928.* 

‘'o particularize further: In each of the six separate diagnostic 
groups, hospital histories were obtained for 600 male and 600 
female patients, representing for each sex 600 consecutive first 
adinissions over a varying period beginning October 1, 1909,** and 
in few instances extending beyond three years from that date. The 
undifferentiated group, designated hereinafter as ‘‘all psychoses,’’ 
and comprising 1,200 male and 1,200 female patients, is made up of 
consecutive first admissions divided among the various diagnostic 
classes according to the proportion that each bears to the total first 
adinissions to the hospital system during the combined fiscal years 
ending September 30 of 1910, 1911 and 1912. 

Because of the variation, as to sex and psychosis, in length of 
the period of selection, and consequently, as to individuals, in the 
length of the total period of observation, which ended June 30, 1928, 
it has been decided in constructing the tables presented herewith, to 
regard 15 years as the maximum observation period. All the eases 
selected have been observed over at least 15 years, which consti- 
tute from this standpoint, therefore, the minimum period of obser- 
vation. Differences between the original number of cases treated 
in the tables and the number of final eliminations by death or dis- 
charge up to the end of 15 vears are due to the readmissions known 
to have taken place between the expiration of 15 years after first 


* We have also in hand data relating to the histories of patients whose first admission occurred 
more recently. This second selection period dates backward from July 1, 1923, over a sufficient 
length of time to secure an equivalent number of consecutive first admissions; the final examination 
of the records was made as of June 30, 1928, thus giving a minimum view of a full five years of 
patient history in all cases. There are two selection periods, though we are here reporting only on 
the cases of the earlier one; they are separated roughly by a span of 12 years, and render possible 
a comparison of the expectation of hospital life and outcome for first admissions in the first selection 
period and for first admissions in the second selection period over an equal observation pericd of 
five years. 


** Or as soon after that date as a first admission occurred. 
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admission and the date of the final check of the hospital records, as 
of June 30, 1928.* 

Six principal tables have been prepared to exhibit the material 
which forms the subject matter of this article. Emphasis should 
be placed on the fact that the data shown are cumulative up to the 
end of each of the different periods indicated. All numbers and 
percentages are to be understood as denoting what has happened, 
so far; they refer to periods beginning with first admission and 
extending over successively longer intervals of group observation. 
In later reports, a presentation will be made of what happens in 
each of a number of separate, successive periods. Such treatment 
of the data will be especially helpful in analyzing the role of read- 
missions in the hospital history of the several groups under 
serutiny. 

The different tables refer to the same cases, and accordingly 
to the same number of cases, in respect to each of the groups con- 
sidered and to each sex of each group. What we may call the 
‘‘original group’’ under the heading, ‘‘all psychoses,’’ consists of 
2,400 patients of both sexes, evenly divided between the sexes. 
Under the other diagnostic headings, it consists of 1,200 patients 
of both sexes, likewise evenly divided between the sexes. The per- 
centages in Tables I, LI, [1] and IV are based on the original 2,400, 
1,200 or 600 cases, as indicated in the subheadings. The percentages 
in Table VI, which recapitulates for both sexes Tables I, I] and III, 
are similarly based. 

Table I shows the number and proportion of original patients who 
are in hospital at the end of the periods specified, whether they 
have been there all the time or not; Table II, the number and pro- 
portion of patients who have died; Table III, the number and pro- 
portion who have been permanently eliminated by discharge; Table 
IV, the number and proportion who have been permanently elim- 
inated by discharge or death. Table V shows the proportion of 
patients finally eliminated by discharge among all the patients 
finally eliminated, whether by discharge or death. 


* We may raise, but shall not now discuss, the question of increased efficiency in psychiatric 
treatment and hospital care during the past two decades. Attention would have to be paid, in such 
a discussion, to the increased overcrowding of the hospitals, and to a variety of other factors, as 
the ‘‘death rate’ and the recorded condition on discharge, whether as “recovered,” ‘much improved,” 
and so on. One of our papers in preparation considers the readmissions among patients discharged, 
according to the description of their condition at the time of leaving the hospital. By reason of 
malarial treatment, it is at least probable that the prognosis for general paralysis on first admission 
is better in recent years than before this treatment was instituted about six years ago. 
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TaBLE I—NUMBER AND PERCENTAGE OF PATIENTS IN HOSPITAL AT THE EXPIRATION OF 
GIVEN PERIODS AFTER FIRST ADMISSION, BY DIAGNOSTIC GROUPS 


With cerebral 
Manic- Dementia arterio- General All 

End of depressive prwecox Senile sclerosis Alcoholic paralysis psychoses 
Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per 

ber cent ber cent ber cent ber cent ber cent ber cent ber cent 

MALE—600 cases in each group except “‘all psychoses,’’ which comprises 1,200 
3 months .. 448 74.7 504 84.0 388 64.7 410 68.3 430 71.7 453 75.5 876 73.0 
6 months .. 334 55.7 457 76.2 306 51.0 8326 543 324 54.0 3869 61.5 713 59.4 
9 months .. 242 403 421 70.2 249 41.5 252 42.0 250 41.7 317 52.8 596 49.7 
1 year 189 31.5 394 65.7 206 34.3 207 34.5 209 34.8 274 45.7 522 43.5 
2 years 124 20.7 359 59.8 131 21.8 131 21.8 163 27.2 152 25.3 393 32.8 
3 years 91 15.2 336 56.0 98 16.3 102 17.0 144 24.0 89 14.8 328 27.3 
4 years 81 13.5 317 52.8 75 12.5 76 12.7 182 22.0 61 10.2 298 24.8 
5 years 72 #12.0 309 651.5 57 9.5 65 10.8 115 19.2 44 7.3 277 238.1 
10 years 75 12.5 262 43.7 22 3.7 32 5.3 75 12.5 28 4.7 212 17.7 
15 years 65 10.8 228 38.0 10 1.7 18 22 57 9<5 26 43 1838 15.3 
FEMALE-—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 

3 months .. 470 78.3 532 88.7 461 76.8 447 74.5 472 78.7 476 79.3 934 77.8 
6 months .. 380 63.3 491 81.8 379 63.2 378 63.0 397 66.2 405 67.5 796 66.3 
9 months .. 297 49.5 458 76.3 337 56.2 317 52.8 3825 54.2 334 55.7 684 57.0 
1 year 224 37.3 439 73.2 304 50.7 278 463 272 45.8 298 49.7 594 49.5 
2 years 155 25.8 388 64.7 215 385.8 177 29.5 205 34.2 204 34.0 483 403 
3 years 122 20.3 381 63.5 173 28.8 138 23.0 172 28.7 147 24.5 422 35.2 
4 years 121 20.2 362 603 130 21.7 104 17.3 159 26.5 116 19.3 376 31.8 
5 years 115 19.2 339 56.5 93 15.5 84 14.0 142 23.7 100 16.7 342 28.5 
10 years 114 19.0 290 48.3 81 5.2 41 6.8 100 16.7 79 13.2 268 22.3 
15 years 92 15.3 233 38.8 17 2.8 25 4.2 83 13.8 71 #+411.8 225 18.8 


aor OD & 


ao 


BotH SEXES—1,200 cases 


months .. 918 76.5 1036 
months .. 714 59.5 948 
months .. 539 44.9 &79 
year 413 34.4 833 
years 279 23.3 747 
years 213 417.8 717 
years 202 16.8 679 
years 187 15.6 648 
years 189 15.8 552 
years 157 13.1 461 


in each group except “all psychoses,” 


86.3 849 
79.0 685 
73.3 586 
69.4 
62.3 
59.8 
56.6 
54.0 
46.0 
38.4 


70.8 
57.1 
48.8 
42.5 
28.8 
22.6 
17.1 
12.5 

4.4 

2.3 


857 
704 
569 
485 
308 
240 
180 
149 

73 

38 


71.4 
58.7 
47.4 
40.4 
25.7 
20.0 
15.0 
12.4 

6.1 

8.2 


902 
721 
575 
481 
368 
316 
291 
257 
175 
140 


which comprise 2,400 


75.2 931 
60.1 774 
47.9 651 
40.1 572 
30.7 356 
26.3 236 
24.3 177 
21.4 144 
14.6 107 
11.7 97 


77.6 1810 
64.5 1509 
54.3 1280 
47.7 1116 
29.7 876 
19.7 751 
14.8 674 
12.0 619 
8.9 480 
8.1 408 


75.4 
62.9 
53.3 
46.5 
36.5 
31.3 
28.1 
25.8 
20.0 
17.0 
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‘*Tn hospital’? means patients on the hospital books, and includes 
patients on parole. ‘‘Death’’ refers solely to patients dying in hos- 
pital. ‘*‘Permanently eliminated by discharge’’ means discharged 
patients, who, after the end of a given period, have not reappeared 
in the hospital system on or before June 30, 1928. For convenience 
we sometimes refer, in similar sense, to ‘‘final’’ or ‘‘effeetive’’ dis- 


charges. 
Per 
cent 
Mle 
Pewale 
100 
80 
2 quew 10 15 


Chart I—Manic-depressive Psychoses. Showing by Sex the Percentage of Patients in 
Hospital at Various Periods During 15 Years. 


To illustrate the reading of Table I: Out of 1,200 manie-depres- 
sive patients of both sexes, representing first admissions according 
to our method of selection, 413, or 34.4 per cent, are in hospital at 
the end of one year; and out of the same original number, 157, or 
13.1 per cent, are in the hospital system at the end of 15 years. 
This means, not that 157 patients have remained in hospital eon- 
stantly throughout the 15-year period, but that, after 15 years, to 
repeat what has been said, that number of the original 1,200 are 
on the hospital books, some of them, perhaps, being on parole. 

Considering both sexes together, Table I shows that somewhat 
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more than half of the general run of mental patients (‘‘all psycho- 
ses’’) are out of hospital at the end of the one-year period after 
first admission, and nearly three-fourths at the end of five years. 
The 50-50 point, or the point at which there is approximately an 
equal distribution between the number of patients out of hospital 
and the number in hospital, is reached in less than nine months with 
the manic-depressive cases, but not until after five years with 
dementia precox. But though manic-depressives show the most 
rapid decline in number and proportion in hospital up to the end 
of three years, having then the smallest number and proportion, 
they have at the end of 15 years the largest number and proportion, 
with the exception of dementia precox and ‘‘all psychoses.’’ 

The history of the aleoholics corresponds very closely with that 
of the manic-depressive group for the shorter periods ending at 
three months, six months and nine months, and for the longer 
periods ending at 10 years and 15 years. A close general resem- 
blance between these two groups may be seen in the table for final 
discharges. It is also in evidence for deaths among male patients. 
There are, of course, notable dissimilarities between the two groups 
in certain respects at certain periods. 

More than half of the manic-depressive, senile, arteriosclerotic¢ 
and alcoholic patients, according to Table I, are out of hospital by 
death or discharge at the end of nine months, though not all of the 
discharged patients will remain out. More than half of the general 
paralysis cases are out of hospital at the end of the first year, at 
which time more than two-thirds of the dementia precox patients 
are in hospital. The periods between which the turn oceurs from 
more than 50 per cent to less than 50 per cent may be quickly seen 
by noting the checkmarks in the Supplement to Table 1. 

In every group, including dementia precox, there is a greater 
reduction in the number of patients in hospital during the first 
year after admission than there is during the succeeding 14 years. 
The rate of reduction, in other words, becomes comparatively slow, 
in spite of the deaths and other outgo. The early drop is sharpest, 
as already suggested, in the first year, but continues with consid- 
erable rapidity to the end of the second year, and at a lessened rate 
to the end of the fifth. From that point on, the reduction is extremely 
slow for the general paralysis and manic-depressive groups. For 
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all groups the rate of reduction is much slower during the second 
five years than during the first five years (the number and propor- 
tion of manics in hospital slightly increases) ; and, with the excep- 
tion of manic-depressives and dementia precox, it is much slower 
during the third five years than during the second. Dementia pre- 
cox shows the most rapid reduction (in percentage) of all the 
groups during the last 10 years of the observation period. 


SUPPLEMENT TO TABLE I 


| | 
Manic- | Dementia | : Arterio- | . : General All 
depressive | praecox | Senile sclerotic | Alcoholic pa‘alysis | psychoses 
Between | 
| 2 | | |e 2 2 | 
| | | 
| | | | | | 
| | 
6-9 months | | v| v | 
| AGAR viv 
| | 
| | | | 
| 
/ 
| | 
10-15 years. . | = | | | | | 


The senile and arteriosclerotie patients, largely because of their 
age and high death rate, show the greatest total diminution of 
numbers in hospital in the whole 15 years. The organic character 
of general paralysis, with a high percentage of deaths among the 
original group of 1,200, contributes to the next greatest reduction 
of numbers in hospital. Discharges, whether or not followed by 
readmission, are relatively fewer in each of these three psychoses 
than deaths, and fewer than the discharges in the other clinical 
groups or in the undifferentiated group. Readmissions are reduced 
to a greater or less extent in every group by deaths out of hos- 
pital, especially as the period from first admission lengthens and 
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the age of the patients increases. In some psychoses, notably 
manic-depressive, readmissions play an important part in counter- 
acting the effect of the numerous discharges. 


Per 
cent 
Mele 
Pemle 
100 
\ 
\ 
ho 
60 
2 
10 315 


Years 
Chart II—Dementia Precox. Showing by Sex the Percentage of Patients in Hospital at 
Various Periods During 15 Years. 

Comparison of the sexes with respect to the showing of Table I 
discloses the striking fact that the number and proportion of women 
in hospital exceeds the number and proportion of men for every 
indicated period from first admission and for every diagnostic 
group, including the ‘‘all psychoses.’’ The difference is most 
marked in the senile group, being very large in the early periods 
and reaching a maximum at the end of the first year, when it 
begins slowly to lessen, becoming very small at the end of 15 years. 
The difference is also marked with the arterioscleroties, reaching a 
maximum at the end of the first year and then gradually diminish- 
ing. With alcoholics, it is greatest at nine months, and after the 
three-year period remains fairly constant. 


) 
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TABLE II—NUMBER AND PFRCENTAGE OF PATIENTS DYING IN HOSPITAL WITHIN GIVEN 
PERIODS AFTER FIRST ADMISSION, BY DIAGNOSTIC GROUPS 


With cerebral 
Manic- Dementia arterio- General All 
End of depressive preecox Senile sclerosis Alcoholic paralysis psychoses 


Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per 
ber cent ber cent ber cent ber cent’ ber cent ber cent ber cent 


MALE—600 cases in each group except ‘‘all psychoses,’ which comprise 1,200 


3 months .. 25 4.2 6 1.0 176 29.3 149 24.8 29 48 114 19.0 146 12.2 
6 months .. 33 5.5 9 1.5 240 40.0 207 34.5 34 5.7 180 30.0 189 15.8 
9 months .. 37 6.2 14 2.3 284 47.4 248 41.3 39 6.5 223 37.2 223 18.6 
aye ....+ B 6.3 14 2.3 317 52.8 279 46.5 42 7.00 256 42.7 255 21.3 
2 years ... 48 8.0 18 3.0 389 64.8 342 57.0 51 8.5 370 61.7 334 27.8 
8S years ... 55 9.2 25 4.2 422 70.3 374 62.3 57 9.5 423 70. 376 31.3 
4 years ... 63 10.5 36 6.0 444 74.0 398 66.3 64 10.7 453 75.5 403 33.6 
5 years ... 68 11.3 39 6.5 464 77.3 407 67.8 75 12.5 470 78.3 417 34.8 
10 years ... 94 15.7 90 15.0 499 83.2 450 75.0 108 18.0 484 80.7 486 40.5 
15 years ... 104 17.3 123 20.5 509 84.8 473 78.8 124 20.7 488 81.3 511 42.6 


FEMALE—600 cases in each group except ‘‘all psychoses,"’ which comprises 1,200 


8 months .. 31 5.2 14 2.3 1238 20.5 125 20.8 76 12.7 84 14.0 128 10.7 
6 months .. 40 6.7 21 3.5 196 32.7 176 29.3 88 14.7 189 238.2 172 14.3 
9 months .. 44 7.3 28 4.7 227 37.8 215 35.8 93 15.5 187 31.2 199 16.6 
year .... 4 7.7 31 5.2 251 41.8 244 40.7 100 16.7 211 35.2 222 18.5 
2 years ... 53 8.8 41 6.8 332 55.3 320 53.3 107 17.8 285 47.5 272 22.7 
3 years ... 59 9.8 47 7.8 376 62.7 364 60.7 115 19.2 334 55.7 307 25.6 
4 years ... 63 10.5 56 93 415 69.2 401 66.8 124 20.7 359 59.8 336 28.0 
5 years ... 68 11.3 68 11.3 449 74.8 422 70.3 133 22.2 375 62.5 366 30.5 
10 years ... 90 15.0 123 205 515 85.8 471 78.5 162 27.0 395 65.8 436 36.8 
15 years ... 108 18.0 177 29.5 530 88.3 491 81.8 180 30.0 403 67.2 482 40.2 
BotH SExEs—1,200 cases in each group except “‘all psychoses,’’ which comprises 2,400 
8 months .. 56 4.7 20 1.7 299 24.9 274 22.8 105 8.8 198 16.5 274 11.4 
6 months .. 73 6.1 30 2.5 486 36.3 383 31.9 122 102 319 266 361 15.0 
9 months .. 81 6.8 42 3.5 511 42.6 463 38.6 132 11.0 410 34.2 422 17.6 
awe 84 7.0 45 3.8 568 47.3 523 43.6 142 11.8 467 38.9 477 19.9 
2 years ... 101 8.4 59 49 721 60.1 662 55.2 158 13.2 655 546 606 25.2 
8 years ... 114 9.5 72 6.0 798 66.5 738 61.5 172 14.3 757 63.1 683 28.4 
4 years ... 126 10.5 92 7.7 859 71.6 799 66.6 188 15.7 812 67.7 739 30.8 
5 years ... 136 11.3 107 8.9 913 76.1 829 69.1 208 17.3 845 704 783 32.6 
10 years ... 184 15.3 213 17.8 1014 84.5 921 76.8 270 22.5 879 73.3 922 38.4 
15 years ... 212 17.7 300 25.0 1039 866 964 80.3 304 25.3 891 74.3 993 41.4 
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The rule, with all of the groups except general paralysis, is that 
the difference between the sexes, in the percentage of the original 
groups remaining in hospital, is much more pronounced at the end 
of one year than it is at the end of fifteen years. With general 
paralysis, however, it does not become strikingly large until the 
end of the second year ; it continues about the same at the end of the 
three, four, five and ten-year periods, diminishing slightly at the 
end of the 15-year period, when it is still larger than at the expira- 
tion of the first year. In the groups showing a decline of the sex 
difference, between the end of the first and the end of the 15th year, 
the decline is least in amount with the manic-depressives, and 
greatest with the senile, arteriosclerotic, dementia precox, alco- 
holic, and ‘‘all psychoses’”’ groups, taken in descending order. In 
other words, the difference between the sexes, as to number in hos- 
pital, tends first to increase, and then to diminish as the length of 
time from first admission increases. 

With regard to the number and percentage of original patients 
dying in hospital within given periods after first admission (Table 
II) the highest rates are found in the senile, arteriosclerotic and 
general paralysis groups, which exceed the rate for ‘‘all psycho- 
ses.’’ An interesting comparison is that between the manic-depres- 
sive and dementia precox groups. The former group leads dementia 
precox in the earlier, or shorter periods; the situation is reversed 
after five years. This comparative necrology may be viewed in 
conjunction with the differential clinical character of the two 
groups, the one marked by intermittency of the acute condition and 
recurrence of attacks, the other by a tendency to deterioration and 
a lessened likelihood of remission; from which it follows that hos- 
pital residence is more continuous in dementia precox than in 
manic-depressive psychoses, and that such deaths as do oceur in 
either group are more likely to occur in hospital with the former 
than with the latter group. It is remarkable, however, that so 
many more manic-depressives, for whom the prospects of recovery, 
or of eventual discharge without readmission, are so much better 
than for dementia precox, should die within a brief time after first 
admission. 

ApR.—1930—J 
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Of the original number in hospital, less than one-quarter of the 
manic-depressives have died in hospital at the end of 15 years, but 
exactly one-quarter of the dementia precox patients. Nearly one- 
quarter of the senile and of the arteriosclerotic cases have died at 
the end of three months, and more than four-fifths at the end of 15 
years. One-quarter of the aleoholics have died at the end of 15 
years, one-quarter of the general paralysis cases before the expira- 
tion of six months and about three-fourths at the end of the 15-year 
observation period. With ‘‘all psychoses,’’ one-fourth have died 
at the end of two years, and a little over 40 per cent at the end of 15. 


Per if 
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Chart I1I—Senile Psychoses. Showing by Sex the Percentage of Patients in Hospital 
at Various Periods During 15 Years. 


Considering total deaths in each group, the 50-50 point, or the 
point at which half of the deaths taking place in the entire 15-year 
period have occurred, is reached between the end of the second and 
the end of the third year with manic-depressives ; between the end of 
the fifth and the end of the tenth, with dementia precox; between 
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the end of the ninth month and the end of the first year, with seniles ; 
between the end of the ninth month and the end of the first year, 
with arteriosclerosis; between the end of the first year and the 
end of the second, with alcoholics; between the end of the ninth 
month and the end of the first year, with general paralysis; and 
between the end of the first year and the end of the second with 
‘*all psychoses.”’ 

As between the sexes, note that while in the shorter periods from 
first admission the deaths among male senile and arteriosclerotic 
patients are more numerous than among female patients in the 
same diagnostic groups, the condition is reversed in the former 
group between the end of the fifth and the end of the tenth year, 
and in the latter at the expiration of four years. There is not much 
difference between male deaths and female deaths among the manic- 
depressives, but the females evidently have a slight tendency to 
earlier death. With dementia precox female deaths exceed male 
deaths at the end of every period from first admission. The same 
is true of alcoholics, which show a wide difference in percentage, 
this difference being fairly uniform after the first three months. 
Male deaths exceed female deaths in general paralysis, and in ‘‘all 
psychoses,’’ at every period. 

The following supplementary table gives, for each sex and for 
both sexes, the percentage of deaths at the expiration of given 
periods among all the deaths occurring in 15 years. This brings out, 
more clearly than the cumulative table, the tendency to earliness or 
lateness in the occurrence of the deaths that do occur in each of the 
diagnostic groups during the maximum period of observation. With 
manic-depressive, senile and arteriosclerotic cases, and ‘‘all psy- 
choses,’’ more than one-fourth of all the deaths occur within three 
months. Note the wide difference between the sexes in the alcoholic 
group, at the end of this period (males, 23.2 per cent; females, 35.7 
per cent), though the greatest amount of difference is at the end of 
nine months. There is a similarly wide differences among the senile 
patients, males greatly exceeding females at the end of three 
months; the maximum difference is at the end of one year. 
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SUPPLEMENT TO TABLE IT 


SHOWING PERCENTAGES OF DEATHS AT THE EXPIRATION OF CERTAIN PERIODS AMONG ALL 
DEATHS (100 PER CENT) OCCURRING IN 15 YEARS 


End of End of End of End of End of 
3 months 1 year 5 years 10 years 15 years 

Manic-depressive : 

| 24.3 36.4 65.3 90.7 100.0 

Female ....... 28.9 42.8 62.8 83.3 100.0 

26.6 39.5 63.8 86.4 100.0 
Dementia precox: 

Male ..... aise aleisen:seisined 4.9 11.2 31.7 73.2 100.0 

7.8 17.6 38.3 69.5 100.0 

6.8 15.2 35.2 71.2 100.0 
Senile: 

A 34.6 62.3 91.2 98.2 100.0 

23.2 47.3 84.8 97.2 100.0 

Ee 28.8 54.6 87.9 97.6 100.0 
Arteriosclerotic : 

31.5 59.0 86.1 95.2 100.0 

25.4 49.7 85.9 96.0 100.0 

See 28.4 54.3 86.0 95.7 100.0 
Alcoholic: 

Male ..... Sibiccbhaiscwisiiaax 23.2 33.8 60.4 86.9 100.0 

35.7 55.7 74.0 90.0 100.0 

34.8 46.6 68.4 88.4 100.0 
General paralysis: 

52.5 96.3 99.2 100.0 

Female ..... 20.8 52.4 93.1 97.9 100.0 

22.2 52.4 94.8 98.7 100.0 
All psychoses : 

SEG 50.0 81.7 95.1 100.0 

46.3 75.9 90.3 100.0 

Freee 27.6 48.2 78.9 93.0 100.0 


Table LII shows the permanent eliminations by discharge; that 
is, the number and proportion who have been discharged before the 
end of the several periods indicated and not readmitted subse- 
quently to the end of the same periods. No account is taken in this 
table of readmissions prior to the end of such periods, or of read- 
missions on or after July 1, 1928. The number of the latter is very 
small, undoubtedly, even in the manic-depressive group; for already 
the number of discharges, whether or not followed by later admis- 
sion, has greatly diminished since the time of first admission, and 
after 15 years cure or chronicity has become pretty well established 
in most cases and the patients in hospital now form a relatively 
stable population. The table refers to ‘‘final’’ or ‘‘effective’’ dis- 
charges, as previously defined.* It will be noted that the number and 


* If a patient is recorded, at the end of one year, as discharged and not later readmitted, it means 


that he did not come back into the hospital system in a subs nt i f 
Ad PE, p y equent period of from 14 years to 17 
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proportion of permanent eliminations by discharge, during the 15 
years, are greatest with the manic-depressive and alcoholic cases, 
and least with the senile, arteriosclerotic and general paralysis 
cases. 


Per 
cent 


- 


15 
Chart IV—Paychoses with Cerebral Arteriosclerosis. Showing by Sex the Percentage 
of Patients in Hospital at Various Periods During 15 Years. 

In senile, arteriosclerotic, manic-depressive, alcoholic and ‘‘all 
psychoses’’ cases, more than half of the total final discharges 
occurring in 15 years have occurred by the end of nine months; in 
general paralysis, at the end of nine months; in dementia precox, 
by the end of one year. Thus is suggested that permanent recover- 
ability is a matter of the early part of hospital life—in every group, 
including the undifferentiated ‘‘all psychoses.’’ That is, the 
chances of recovery, so far as our data go, are much greater in the 
first hospital year than in any succeeding period, and rapidly dimin- 
ish. In all groups, indeed, there are more permanent discharges 
in the first year than in the whole succeeding 14 years of the obser- 
vation period. More than three-fourths of the final discharges have 
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TABLE III—NUMBER AND PERCENTAGE OF PATIENTS DISCHARGED WITHIN GIVEN PERIODS 
AFTER FIRST ADMISSION AND HAVING No ADMISSION LATER THAN 
THE END OF SUCH PERIODS, BY DIAGNOSTIC GROUPS 


With cerebral 
Manic- Dementia arterio- General All 
End of depressive preecox Senile sclerosis Alcoholic paralysis psychoses 


Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per 
ber cent ber cent ber cent ber cent ber cent ber cent ber cent 


MALE—600 cases in each group except ‘“‘all psychoses,”’ which comprises 1,200 


3 months .. 106 17.7 78 13.0 29 4.8 27 45 127 21.2 24 4.00 158 13.2 
6 months .. 177 29.5 105 17.5 42 7.0 42 7.0 215 35.8 35 5.8 250 20.8 
9 months .. 231 38.5 120 200 54 9.0 69 11.5 283 47.2 41 6.8 310 25.8 
1 year .... 263 43.8 136 22.7 62 10.3 81 13.5 315 52.5 51 8.5 345 28.8 
2 years ... 8314 52.3 166 27.7 69 11.5 91 15.2 357 59.5 66 11.0 401 33.4 
3 years ... 341 56.8 189 31.5 72 12.0 99 16.5 3874 62.3 80 13.3 433 36.1 
4 years ... 349 58.2 196 32.7 75 12.5 103 17.2 887 64.5 80 13.3 442 36.8 
5 years ... 358 59.7 207 34.5 76 12.7 105 417.5 395 65.8 81 13.5 455 387.9 
10 years ... 8391 65.2 220 36.7 78 #%13.0 110 18.3 412 68.7 85 14.2 481 40.1 
15 years ... 418 69.7 239 39.8 81 13.5 113 18.8 418 69.7 86 14.3 497 41.4 
FEMALE—600 cases in each group except “all psychoses,’’ which comprises 1,200 
3 months .. 81 13.5 44 7.3 11 1.8 20 3.3 44 7.3 35 5.8 125 10.4 
6 months .. 127 21.2 61 10.2 17 2.8 29 4.8 98 16.3 47 7.8 188 15.% 
9 months .. 178 29.7 77 12.8 27 4.5 43 7.2 156 26.0 64 10.7 251 20.9 
1 year .... 230 38.3 86 14.3 834 5.7 49 8.2 196 32.7 80 13.3 305 25.4 
2 years ... 293 48.8 124 20.7 43 7.2 69 11.5 259 43.2 105 17.5 375 31.8 : 
8 years ... 815 52.5 135 22.5 46 i 71 #11.8 285 47.5 115 19.2 409 84.1 
4 years ... 323 53.8 144 24.0 50 8.3 73 #412.2 296 49.3 121 20.2 423 85.3 
5 years ... 327 54.5 152 25.3 52 8.7 74 #12.3 309 51.5 123 20.5 431 85.9 
10 years 355 59.2 166 27.7 53 8.8 82 13.7 328 54.7 126 21.0 463 38.6 


884 64.0 185 380.8 53 8.8 84 14.0 335 55.8 126 21.0 485 40.4 


Botu SEXxEsS—1,200 cases in each group except ‘‘all psychoses,’’ which comprises 2,400 


8 months .. 187 15.6 122 10.2 40 33 £47 3.9 171 14.3 59 49 283 11.8 
6 months .. 304 25.3 166 13.8 §9 49 71 5.9 313 26.1 82 6.8 438 18.3 
9 months .. 409 34.1 197 16.4 81 6.8 112 9.3 439 36.6 105 8.8 561 23.4 
l year .... 493 41.1 222 18.5 96 8.0 130 10.8 511 42.6 131 10.9 650 27.4 
2 years ... 607 506 290 24.2 112 9.3 160 18.3 616 51.3 171 14.3 776 32.3 
8 years ... 656 54.7 324 27.0 118 9.8 170 14.2 659 549 195 163 842 35.1 
4 years ... 672 56.0 340 283 125 10.4 176 14.7 683 56.9 201 16.7 865 36.0 ) 
5 years ... 685 57.1 359 29.9 128 10.7 179 149 704 58.7 204 17.0 886 36.9 
10 years 746 62.2 386 32.2 131 10.9 192 16.0 740 61.7 211 17.6 944 39.3 


66.8 424 35.3 134 11.2 197 16.4 753 62.8 212 17.7 982 40.9 


@ 
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occurred at the end of two years, with the single exception of demen- 


tia precox, which reaches that stage at the end of three years.* 


Per 
cent 


Male 


8 


7 16 is 


Years 
Chart V—Alcoholic Psychoses. Showing by Sex the Percentage of Patients in Hospital 
at Various Periods During 15 Years. 


There is some variation as between the sexes, in the percentage of 
final discharges at the end of given periods, this percentage being 
reckoned on the basis of the total number of final discharges at the 
end of 15 years. Males exceed females at every period prior to the 
end of 15 years in most of the groups, exceptions occurring at the 
end of two, three and four years, with manic-depressives ; at the end 
of four years, five years and ten years, with seniles; at the end of 
all periods but one (the end of the third year) after the expiration 
of six months, with general paralysis. The subjoined supplement to 
Table III summarizes the situation at the end of different periods, 


* We are not unmindful of the limitations of our data, so far as the present study is concerned, 
on the question of permanent recoverability. Dr. Aaron J. Rosanoff, in his ““Manual of Psychiatry” 
(Sixth Edition), pp. 350-1, writes: “It has . . . come about that current psychiatric classifications 
take scarcely any cognizance of the permanent recoverability of the constitutional psychoses. The 
general assumption seems to be that the outlook in a given case is either for recurrence, chronicity or 
deterioration. The bulk of the material of every clinic strongly supports this assumption. The evi- 
dence against it—cases discharged as recovered and subsequently not readmitted or otherwise heard 
from— is obviously inconclusive; for whether these are cases of permanent or only temporary recovery 
could be known only through follow-up investigations after the lapse of many years.’ Rosanoff and 
Bergman (‘Constitutional Psychoses Ending in Permanent Recovery,’’ Archives of Newrology and 
Psychiatry, January, 1924) reported an investigation of patients discharged as “recoverel” from 
the Kings County Lunatic Asylum, now the Brooklyn State Hospital, but with inconclusive results 
as to frequency of permanent recovery. Eight former patients, aged from 50 to 65 years at the 
time of the study, who had been free from psychosis for periods of from $1 to 40 years, were found 
in the community. 
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for each sex and for both sexes, and shows that, for both sexes, 
roughly about 25 per cent of the final discharges that are going to 
take place in fifteen years have taken place in three months, while 
at the end of five years from 85 to 95 per cent have taken place. 


SUPPLEMENT TO TABLE III 


SHOWING PERCENTAGES OF FINAL DISCHARGES AT THE EXPIRATION OF CERTAIN PERIODS 
AMONG ALL FINAL DISCHARGES (100 PER CENT) OCCURRING IN 15 YEARS 


End of End of End of End of End of 
3 months 1 year 5 years 10 years 15 years 

Manic-depressive : 

SS are 25.4 62.9 85.7 93.6 100.0 

21.1 59.9 85.2 92.5 100.0 

23.4 61.5 85.5 93.1 100.0 
Dementia precox: 

See 32. 57.1 86.7 92.2 100.0 

23.7 46.4 82.2 90.0 100.0 

28.9 52.4 84.7 91.3 100.0 
Senile: 

35.5 76.3 94.1 96.3 100.0 

20.5 64.7 98.8 100.0 100.0 

28.6 71.4 95.5 97.3 100.0 
Arteriosclerotic: 

eS 24.0 71.8 93.1 97.3 100.0 

23.6 58.6 87.9 97.9 100.0 

23.8 65.8 90.8 97.5 100.0 
Alcoholic: 

22.8 67.8 93.5 98.3 100.0 
General paralysis: 

28.0 59.4 94.4 99.3 100.0 

ee eee 27.6 63.3 97.6 100.0 100.0 

27.7 61.6 96.1 99.5 100.0 
All psychoses: 

31.9 69.6 91.6 96.9 100.0 

EN ye 25.7 62.9 88.9 94.8 100.0 

28.9 66.3 90.2 96.1 100.0 


Table IV combines the data of Tables IIT (deaths) and III (final 
discharges). It shows the total of permanent eliminations within 
the given periods, whether by death or by discharge. The sum of 
the corresponding numbers and percentages in Tables II and III is 
given in Table LV, according to group, sex and period. In compar- 
ing Table 1V with Table I, it must be borne in mind that the number 
or percentage of permanent eliminations at the end of the given 
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periods is not the same as the number or percentage found by sub- 
tracting the number or percentage of patients in hospital from the 
total number or 100 per cent constituting the original group of each 
sex and both sexes of the several diagnostic classes. In brief, there 
are always more patients out of hospital than there are patients 
permanently out of hospital. 

Thus at the end of the first year, for both sexes, there are 210 
manic-depressives out of hospital not accounted for by the differ- 
ence between the original 1,200 and the sum of the patients in hos- 
pital and the patients permanently eliminated. These will all come 
back into the hospital system on or before June 30, 1928; some of 
those in hospital at the end of the first year will go out and return, 
perhaps more than once. The excess of the number out of hospital 
over the number permanently out of hospital is as follows for the 
different groups: At end of one year, manic-depressives, 210; 
dementia priecox, 100; senile, 26; arteriosclerosis, 62; aleoholic, 66; 
general paralysis, 30; ‘‘all psychoses’’ (larger original group), 157. 
At the end of five years: Manic-depressive, 192; dementia precox, 
86; senile, 9; arteriosclerosis, 43; alcoholic, 31; general paralysis, 
7; ‘‘all psychoses,’’ 112. At the expiration of 15 years, the excess 
is much smaller and in two groups disappears, but, as the periods 
of time between, on the one hand, the end of a full 15 years after 
first admission, and on the other, the date marking the final exam- 
ination of the hospital records, vary considerably, the numbers are 
of less comparative significance than formerly. 

Coming next to our principal table, No. V, which gives the rela- 
tion of the number of permanent or final discharges to the total 
number of permanent eliminations by discharge or death, we dis- 
cover a general tendency (with exceptions to be noted) for the per- 
centage to increase with time from first admission and then to 
decrease. The percentage, in effect, gives contrariwise the pro- 
portion of deaths as well as the proportion of effective discharges 
up to the end of the given periods; that is to say, if the percentage 
is 60, there have been 60 final discharges and 40 deaths in a hundred 
permanent eliminations. There is possibly a slight effect on the 
relative proportion, increasing toward the end of the total observa- 
tion period, by reason of the fact that some discharges apparently 
final and so registered in the tables are followed by readmission 


) 


316 EXPECTATION OF HOSPITAL LIFE AND OUTCOME FOR MENTAL PATIENTS 


TIBLE IV—NUMBER AND PERCENTAGE OF PATIENTS PERMANENTLY ELIMINATED BY 
DISCHARGE OR DEATH WITHIN GIVEN PERIODS AFTER FIRST ADMISSION, 
BY DIAGNOSTIC GROUPS 


With cerebral 
Manic- Dementia arterio- General All 
End of depressive preecox Senile sclerosis Alcoholic paralysis psychoses 


Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per Num- Per 
ber cent ber cent ber cent ber cent ber cent ber cent ber cent 


MALE—600 cases in each group except “all psychoses,’”’ which comprises 1,200 


8 months .. 131 21.9 84 14.0 205 34.1 176 29.3 156 260 138 23.0 304 254 
6 months .. 210 35.0 114 19.0 282 47.0 249 41.5 249 41.5 215 35.8 439 36.6 
9 months .. 268 44.7 134 22.3 838 564 317 52.8 322 53.7 264 44.0 533 44.4 
l year .... 801 50.1 150 25.0 879 63.1 360 60.0 357 59.5 307 512 600 50.0 
2 years ... 362 60.3 184 30.7 458 76.3 433 72.2 408 68.0 436 72.7 735 61.2 
3 years ... 396 66.0 214 35.7 494 82.3 473 78.8 431 71.8 503 83.8 809 67.4 
4 years ... 412 68.7 232 38.7 519 865 501 83.5 451 75.2 533 88.9 845 70.4 
5 years ... 426 71.0 246 41.0 540 90.0 512 85.3 470 78.3 551 91.8 872 72.7 
10 years ... 485 80.9 310 51.7 577 96.2 560 93.3 520 86.7 569 94.9 967 80.6 
15 years ... 522 87.0 362 60.3 590 98.3 586 97.6 542 904 574 95.6 1008 84.0 


FEMALE—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 


8 months .. 112 18.7 58 96 1384 22.3 145 24.1 120 20.0 119 19.8 253 21.1 
6 months .. 167 27.9 82 13.7 2138 35.5 205 34.1 186 31.0 186 31.0 360 30.0 
9 months .. 222 37.0 105 17.5 254 42.3 258 43.0 249 41.5 251 41.9 450 387.5 
l year .... 276 46.0 117 19.5 285 47.5 293 48.9 296 49.4 291 48.5 527 43.9 
2 years ... 346 57.6 165 27.5 875 62.5 389 64.8 366 61.0 390 65.0 647 54.0 
3 years ... 374 62.3 182 30.3 422 704 435 72.5 400 66.7 449 74.9 716 59.7 
4 years ... 386 64.3 200 33.3 465 177.5 474 79.0 420 70.0 480 80.0 759 63.8 
5 years ... 395 65.8 220 36.6 501 83.5 496 82.6 442 73.7 498 83.0 797 66.4 
10 years 445 74.2 289 48.2 568 946 553 92.2 490 81.7 521 86.8 899 74.9 


82.0 862 60.3 583 97.1 575 95.8 515 85.8 529 88.2 967 80.6 


o 

© 


BotTH SEXxEs—1,200 cases in each group except ‘‘all psychoses,’’ which comprises 2,400 


8 months .. 243 20.3 143 11.9 339 28.2 321 26.7 276 23.1 257 214 557 23.2 
6 months .. 377 31.4 196 16.3 495 41.2 454 37.8 435 36.3 401 33.4 799 33.3 
9 months .. 490 40.9 239 19.9 592 49.4 575 47.9 571 47.6 515 43.0 983 41.0 
1 year .... 577 48.1 267 22.3 664 55.3 653 544 653 54.4 598 49.8 1127 47.0 
2 years ... 708 59.0 349 29.1 833 69.4 822 68.5 774 64.5 826 68.9 1382 57.5 
3 years ... 770 64.2 396 33.0 916 76.3 908 75.7 831 69.2 952 79.4 1525 63.5 
4 years ... 798 66.5 432 36.0 984 82.0 975 81.3 871 72.6 1013 84.4 1604 668 / 
5 years ... 821 68.4 466 38.8 1041 86.8 1008 84.0 912 76.0 1049 87.4 1669 69.5 
10 years ... 930 77.5 599 50.0 1145 95.4 1113 92.8 1010 84.2 1090 90.9 1866 177.7 
15 years ...1014 84.5 724 60.3 1173 97.8 1161 96.7 1057 88.1 1103 92.0 1975 82.3 
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after June 30, 1928; but, as has been explained, the number of such 
readmissions cannot be very large or their effect very great.* 
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Chart VI—General Paralysis. Showing by Sex the Percentage of Patients in Hospital 
at Various Periods During 15 Years. 


For ‘‘all psychoses’’ the percentage of effective discharges 
among all final eliminations increases up to the end of one year, 
then decreases to the end of 15 years. This suggests that deaths 
play a more important part in the very early and the later periods 
than they do in the middle periods. Yet, in ‘‘all psychoses,’’ the 
percentage of final discharges among all final eliminations is over 
50 per cent, in all periods except the one ending at 15 years. In 
all periods, deaths play a larger role than discharges in the perma- 
nent elimination of senile, arteriosclerotic and general paralysis, 
cases ; discharges a larger role than deaths, in the manic-depressive, 
dementia precox and alcoholic groups. 


* Among manic-depressives, the total number of discharges in the five years between the end of 
the 10-year and the end of the 15-year period is 50, of which the number not readmitted on or 
before June 80, 1928, is 27; the total number of discharges in “all psychoses” is 26; of which the 
number not readmitted is 16. The number of discharges in the other groups is 26, in dementia 


preecox; three, in the senile group; six, among arteriosclerotics; nine, among the alcoholics; one, 
in general paralysis. 
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TABLE V—PERCENTAGE OF PATIENTS FINALLY ELIMINATED BY DISCHARGE AMONG ALL 


Manic-depressive 
Number 
patients 

finally 
out of 
hospital 


Dementia precox Senile 
Per cent Number Percent Number Per cent 
thereof patients thereof patients thereof 
finally finally finally finally finally 
out by out of out by out of out by 


discharge hospital discharge hospital discharge 


MALE—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 


131 
210 
268 
sas 362 
396 
412 
426 
10 years ...... 485 


80.8 84 92.8 205 14,1 
84.2 114 92.1 282 14.9 
86.1 134 89.7 338 16.0 
87.5 150 90.6 379 16.3 
86.8 184 90.2 458 15.1 
86.1 214 88.3 494 14.6 
84.7 232 84.5 519 14.5 
84.1 246 84.2 540 14.1 
80.6 310 71.0 577 13.5 
80.1 362 66.0 590 13.7 


FEMALE—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 


167 
276 
346 
374 
386 
492 


S momthe 243 
6 months ....... 377 
FORT 577 
708 
770 
798 
821 
BO. FORTS 930 
15 years ......0. 1014 


72.2 59 76.1 134 8.1 
75.9 82 74.5 213 7.9 
80.2 105 73.1 254 10.6 
83.3 117 73.3 285 12.0 
84.7 165 75.3 375 11.5 
84.3 182 74.2 422 10.9 
83.7 200 72.0 465 10.7 
82.9 220 69.1 501 10.4 
79.8 289 57.5 568 9.3 
78.0 362 51.1 583 9.1 


except ‘‘all psychoses,’’ which comprises 2,400 


76.8 143 85.7 339 11.7 
80.5 196 84.6 495 11.9 
83.4 239 82.4 592 13.8 
85.5 267 82.9 664 14.5 
85.8 349 83.1 833 13.4 
85.2 396 81.7 916 12.8 
84.2 432 78.6 984 12.7 
83.5 466 76.8 1041 12.3 
80.3 599 64.5 1145 11.4 
79.1 724 58.5 1173 11.5 
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or DEATH, BY DraGNostic Groups 


With cerebral 
arteriosclerosis Alcoholic General paralysis All psychoses 
Number Percent Number Percent Number Per cent Number Per cent 
patients thereof patients thereof patients thereof patients thereof 
finally finally finally finally finally finally finally finally 
out of out by out of out by out of out by out of out by 
hospital discharge hospital discharge hospital discharge hospital discharge 


MALE—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 


176 15.4 156 81.5 138 
249 16.9 249 86.3 215 
317 21.8 322 88.0 264 
360 22.5 357 88.3 307 
433 21.0 408 87.5 436 
473 20.9 431 86.8 503 
501 20.6 451 85.8 533 
512 20.5 470 84.0 551 
560 19.6 520 79.3 569 
586 19.3 542 77.1 574 


17.4 304 51.9 
16.2 439 56.8 
15.5 533 58.1 
16.6 600 57.5 
15.1 735 54.6 
15.9 809 53.6 
15.0 845 52.3 
14.7 872 2.2 
15.0 967 49.8 
15.0 1008 49.3 


FEMALE—600 cases in each group except ‘‘all psychoses,’’ which comprises 1,200 


145 13.7 120 36.5 119 
205 14.1 186 52.5 186 
258 16.7 249 62.6 251 
293 16.8 296 66.2 291 
389 17.7 366 70.9 390 
435 16.3 400 71.2 449 
474 15.4 420 70.4 480 
496 14.9 442 69.9 498 
553 14.9 490 67.0 521 
575 14.6 515 65.0 529 


BotH SeExEs—1,200 cases in each group except ‘‘all 


321 14.6 276 61.9 257 
454 15.6 435 71.9 401 
575 19.4 571 76.9 515 
653 19.9 653 78.2 598 
822 19.4 774 79.5 826 
908 18.8 831 79.3 952 
975 18.1 871 78.4 1013 
1008 17.7 912 77.3 1049 
1113 17.2 1010 72.4 1090 
1161 17.0 1057 71.3 1103 


29.3 253 49.3 
25.2 360 52.3 
25.5 450 55.7 
27.4 527 57.7 
26.9 647 58.2 
25.6 716 57.1 
25.2 759 55.8 
24.7 797 54.1 
24.2 899 51.5 
23.8 967 50.1 


psychoses,’’ which comprises 2,400 


24.0 557 50.9 
20.4 799 54.9 
20.5 983 57.1 
21.9 1127 57.7 
20.7 1382 56.2 
20.5 1525 55.3 
19.8 1604 53.9 
19.5 1669 53.1 
19.4 1866 50.6 
19.2 1975 49.8 
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With females the percentage of final discharges among final elim- 
inations is notably less than for males in manic-depressive, demen- 
tia precox, senile, arteriosclerotic, and alcoholic cases; higher in 
general paralysis. In the alcoholic group, it will be noticed, the 
percentage is less than 50 per cent among females at the end of three 
months, but afterwards is always more than 50 per cent; and the 
same is true of ‘‘all psychoses.’’ In ‘‘all psychoses,’’ males drop 
below 50 per cent after ten years. Otherwise, as to the various 
diagnostic groups, each of the sexes corresponds with what has 
been said of both sexes regarding the relative importance of deaths 
and of discharges in the process of final elimination. The greatest 
amount of sex difference is found in the alcoholic group, the next 
greatest in dementia precox. 


cent 


10 15 
Years 


Chart VII—All Psychoses. Showing by Sex the Percentage of Patients in Hospital at 
Various Periods During 15 Years. 

For each sex and both sexes, and for every diagnostic group, the 
percentage of final discharges among final eliminations is greater 
at the expiration of one year than at the expiration of 15, with a 
very remarkable difference in this respect with dementia precox 
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patients. It likewise, in all instances except the female alcoholic 
group, drops between the end of the first year and the end of the 
fifth; it drops between the end of the fifth and the end of the tenth 
(except that it remains stationary for arteriosclerotics). In demen- 
tia precox (both sexes) the maximum percentage is at the end of 
three months, the minimum at the end of 15 years; in manic-depres- 
sive and alcoholic cases, the maximum is at the end of two years, 
the minimum at the end of three months. The maximum percent- 
age is at the end of three months with general paralysis, the mini- 
mum at the end of 15 vears. In this matter, the sexes differ from 
each other and from both sexes in these and other groups. 

It would be possible, of course, to go on endlessly pointing out 
likenesses and differences in the data for the different groups, sexes, 
and periods, as exhibited in the foregoing tables. The interested 
reader, no doubt, will discover a variety of significant factual rela- 
tionships which we have omitted to mention. We are making no 
attempt to discuss the showing of the tables from the standpoint of 
clinical psychiatry, but hope that the clinician as well as the admin- 
istrator will find in them not only answers to some of his questions 
but also—and to a larger extent—questions to be answered. It is 
believed that they will repay more exhaustive study and further 
analysis. 

In this prefatory article of a series dealing with the Expectation 
of Hospital Life and Outcome for Mental Patients on First Admis- 
sion to the Civil State Hospitals, our concern has been exclusively 
with ‘fend results’’ of group history at the expiration of given 
periods after admission. Table I, showing the residue in hospital 
at the expiration of the periods, displays such ‘‘end results’’ fol- 
lowing the egressions that have taken place, the readmissions, and 
the deaths either in or out of hospital. This may be considered our 
major table, the import of which is graphically enforced by the 
accompanying charts comparing the two sexes for each selected 
group. In other tables we have set forth, cumulatively, the tale of 
elimination by deaths in hospital and by discharges described as 
final. 

What is the relationship, the degree of correspondence, between 
the number of discharges within given periods from first admis- 
sion, or in separate successive periods, and the number of effective 
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or final discharges? What is this relationship, with particular ret- 
erence to the recorded condition on discharge? What, in detail, is 
the part played by readmissions in the hospital history of the dif- 
ferent diagnostic groups? What, in detail, is the comparative hos- 
pital history of the manic-depressive and dementia precox groups, 
period by period? These questions anticipate, in part, the further 
treatment of the same basic data. 

In this initial article on the Expectation of Hospital Life and 
Outcome for Mental Patients on First Admission, we have shown 
the results of the process whereby, starting with certain original 
groups of entrants, the number of patients in hospital is reduced. 
The problem arises, How long will it take for this reduction to be 
equalled, and exceeded, by reason of fresh accessions to the hospital 
population? These accessions, of course, are added to the ‘‘in- 
hospital’’ residue, remaining after given periods, of the prior 
admissions, and are in turn subject to a similar process of reduc- 
tion, leaving also a calculable residue in hospital after given 
periods. The well known fact is, as the annual reports so strikingly 
disclose, that the hospital population keeps on growing in actual 
number of patients and in number relatively to the general popula- 
tion. This whole, complicated process of the growth of hospital 
population invites analysis beyond its known general results, or at 
least an analytical collocation of existing data and special studies 
that have already been made. 


SUMMARY 


By way of summary, we are appending a table (VI) which pre- 
sents, for both sexes together, the status of the several diagnostic 
groups at the end of various periods after first admission as the 
result of the preceding movement of patients. The table is an 
accounting of the original groups at the end of these periods; the 
sum, horizontally, of the percentages in the different columns is 
100 per cent of the total number of patients considered in each 
group. This table must be construed in accordance with the explan- 
ation of categories and methods contained in the body of the article, 
particularly with regard to the two divisions of discharged patients. 
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PER CENT DISTRIBUTION OF PATIENTS OF PRINCIPAI, 
DIAGNOSTIC GROUPS AT VARIOUS PERIODS AFTER FIRST ADMISSION. 


Born SEXES 


End of first year: 
Manic-depressive ...... 
Dementia precox ....... 
Senile ...... oe 
Arteriosclerotic ........ 
00:00 
General paralysis ...... 
All psychoses ........+.. 

End of second year: 
Manic-depressive ....... 
Dementia precox ....... 
Senile ........ 
Arteriosclerotic ........ 
Alcoholic 
General paralysis ....... 
All psychoses .....+.... 

End of fifth year: 
Manic-depressive ...... 
Dementia precox ...... 
Benile 
Arteriosclerotic ......... 
Alcoholic 
General paralysis ...... 
All psychoses ......... 

End of tenth year: 
Manic-depressive ...... 
Dementia precox ...... 
Arteriosclerotic ........ 
Alcoholic 
General paralysis ...... 
All psychoses ......... 

End of fifteenth year: 
Manic-depressive ....... 
Dementia prwecox ...... 
Arteriosclerotic ........ 
Alechalie 
General paralysis ...... 
All psychoses ........-. 


ApR.— 1930—K 


In Discharged 

hospital Died Not later Later 
readmitted readmitted 

34.4 7.0 41.1 17.5 
69.4 3.8 18.5 8.3 
42.5 47.3 8.0 2.2 
40.4 43.6 10.8 5.2 
40.1 11.8 42.6 5.5 
47.7 38.9 10.9 2.5 
46.5 19.9 27.1 6.5 
23.3 8.4 50.6 17.7 
62.3 4.9 24.2 8.6 
28.8 60.1 9.3 1.8 
25.7 55.2 13.3 5.8 
30.7 13.2 51.3 4.8 
29.7 54.6 14.3 14 
36.5 25.2 32.3 6.0 
15.6 11.3 57.1 16.0 
54.0 8.9 29.9 7.2 
12.5 76.1 10.7 0.7 
12.4 69.1 14.9 3.6 
21.4 17.3 58.7 2.6 
12.0 70.4 17.0 0.6 
25.8 32.6 36.9 4.7 
15.8 15.3 62.2 6.7 
46.0 17.8 32.2 4.0 
4.4 84.5 10.9 0.2 
6.1 76.8 16.0 11 
14.6 22.5 61.7 1.2 
8.9 73.3 17.6 0.2 
20.0 38.4 39.3 2.3 
13.1 17.7 66.8 2.4 
38.4 25.0 35.3 1.3 
2.3 86.6 11.2 0.0 
3.2 80.3 16.4 0.1 
11.7 25.3 62.8 0.2 
8.1 74.3 17.7 9.0 
17.0 41.4 40.9 0.7 
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IN MEMORIAM 


CLARENCE FLOYD HAVILAND 


At the Quarterly Conference of the Department held in Albany, 
March 20, 1930, a memorial service was held in honor of Dr. C. 
Floyd Haviland, late superintendent of Manhattan State Hospital 
and former chairman of the State Hospital Commission, who died 
in Cairo, Egypt, January 1, 1930. Tributes were presented as 
follows: 

Tripute By Harriet May 


Former State Hospital Commissioner 


No one could know Dr. Haviland without feeling the power of 
his personality. A spirit so keenly alive, so strong and so effective 
in achievement must make a deep and lasting impression on this old 
world of ours. Such men as C. Floyd Haviland live on in the work 
they have so nobly performed and in the hearts of those whose circle 
has touched theirs in time and space. 

It was my good fortune to be associated with Dr. Haviland on 
the State Hospital Commission for three and one-half years. The 
very day that the Senate confirmed my appointment by Governor 
Smith, Dr. Haviland wrote me a cordial note of weleome. That was 
the beginning of a friendship which endured to the end of his life. 

It was an innovation to have a woman as a member of the august 
body known as the State Hospital Commission. But Dr. Haviland 
was never afraid of new departures from long established custom, 
provided the change had justification in sound reasoning. He 
believed there was a legitimate place for a woman in the hospital 
service where many women were concerned. Throughout the term 
of our joint commissionership we worked constantly with the fullest 
cooperation. Often viewing conditions from different angles and 
reaching different conclusions we had no difficulty in agreeing as to 
our aim and purpose. I owe Dr. Haviland a lasting debt because he 
first introduced me to the realities in our great hospitals. He made 
me understand the problems to be met and the possibilities of sei- 
entific research in solving some of these problems. He made me 
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fee] the spirit of devotion, which such work required. He made me 
feel the joy of such service. Never have IL known any one who 
delighted more in work, hard work, work that was well planned and 
effective in results. 

T'wo other qualities were conspicuous in this friend of men. He 
was intensely human and interested in every human being he met. 
It was an education to make the rounds of the hospital wards with 
him. All the patients appealed to him, not only from the scientific 
but also from the personal side. Every phase of the State work 
claimed his full sympathy and appreciation. He was especially 
alive to what was being done in occupational therapy. He believed 
in its great efficacy in the treatment of patients. 

How often have I heard him say that this department should be 
extended in all the hospitals and that it should be given better 
facilities. 

I would like to stress another striking characteristic. His opti- 
mism and cheer seemed unbounded. He had the gift of seeing the 
funny side of things. This keen sense of humor helped to relieve 
many a trying situation. He possessed a strong sense of justice 
and of loyalty to the service. This spirit of devotion and good cheer 
he radiated to all around him. His aides and associates caught it. 
I was struck with this the very first time I entered the Albany office. 
A good feeling, an esprit de corps prevailed which made each one 
enthusiastic and loyal. No one minded extra tasks or longer hours 
because we were all working together with a common end and a 
great goal ahead. This was another proof of the power of his 
personality. 

I leave others who knew his attainments as a scientist to speak of 
that side of Dr. Haviland’s life. To me he was a man of action, of 
magnetism, of joy and good will, dedicated to human service and 
the relief of suffering in its saddest form. 

So anxious was he to have me know that I was not forgotten after 
our official ties were severed that he suggested giving my name to a 
street on the hospital grounds at Ward’s Island. The Board of 
Visitors agreed. This was to me a most unique and pleasing honor. 
The last letter I received from my friend was about the street sign 
which was temporarily lost. He wrote to assure me that it was 
found and up in its proper place by the nurses’ home. I had a few 
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words with him at the Mental Hygiene dinner shortly before he set 
sail on the tragic trip. He said: ‘* When are you coming to see us? 
There is still time before we leave. Remember the yellow room is 
waiting for you.”’ 

And now this fine soul has passed beyond our ken. While we 
cannot penetrate the veil, we cannot believe that the spleudid per- 
sonality, the virile force we knew and honored on earth ean be lost. 
As the poet of old sang, so say some of us. 


‘*Those souls that of His own good life partake 

He loves as His own self; dear as His eye 
They are to Him; He’ll never thein forsake; 

When they shall die, then God himself shall die. 
They live, they live in blest eternity.”’ 


TRIBUTE BY Dr. Ropert ABRAHAMS, 
President, Board of Visitors, Manhattan State Hospital 


Stepping to the doleful tune of the funeral march, while passing 
the casket which contained the mortal remains of Dr. Marcus B. 
Heyman, I whispered to Dr. Haviland, who was alongside of me: 
‘Heyman would have chosen you for his suecessor.’’ 

That remark was intended as a tribute to the dead and as a com- 
pliment to the living. 

Both sterling men were moved by one impulse and swayed by 
one conviction, namely : Nothing is too good for the State hospitals 
and the State wards. 

However, beyond this superb sentiment the two friends were 
radically different. 

Heyman was master of details, Haviland was chief of generalities. 
Heyman was born to follow and to obey, Haviland was born to lead 
and to command. Heyman avoided strife and struggle, Haviland 
made a dainty dish of them. When it was a matter of the good and 
welfare of the service, Dr. Haviland did not act on the advice of 
Polonius to his son: ‘‘Beware of entrance into a quarrel,’’ but 
plunged into the swirl of the current before his opponent had time 
to catch his breath. 

Dr. Haviland was quick to see and quick to act. His method and 
manner of attacking a problem were forceful, lucid, logical and 
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lofty. His clear speaking voice, his choice diction, his handsome 
figure and personality, made him impressive, irresistible, dominant. 

His home life, as I saw it, was a continuous romance, a never- 
ending honeymoon. 

As a host he was peerless. 

Dr. Haviland’s philosophy of life was an all-embracing optimism. 
Dr. Haviland accepted the universe in the same spirit of mingled 
humility and exultation as did John Burroughs, philosopher and 
naturalist, whom Dr. Haviland loved and admired commended and 
recommended, namely : ‘‘ That the universe is good and that it is our 
rare good fortune to form a part of it.’’ 

These are a few of the salient traits and characteristics of the 
man, the friend and the physician, whose life and death we are 
mournfully memorializing today. 


Trisute BY Dr. Isaac J. Furman, 
Superintendent, Buffalo State Hospital 


It is, indeed, fitting that we should gather here in this place to 
honor the memory of Dr. C. Floyd Haviland, for it was here that 
he did some of his most important and enduring work, and I con- 
sider it a great privilege, but at the same time a very sad duty to 
present a tribute on behalf of the superintendents of the State hos- 
pitals to him, a former chairman of the State Hospital Commission, 
and at the time of his death superintendent of the largest hospital of 
its kind in the world. 

Dr. Haviland was born in this State and spent most of his life in 
the service of the State in our own Departmenit so that the super- 
intendents, in fact every one in the State hospital service can rightly 
claim him personally, and profit by the great good which has come 
to the Department through his long and honorable connection 
with it. 

Dr. Haviland’s boyhood was spent in Fulton, N. Y., a place that 
was always dear to him. His father still lives there, and although 
in his 86th year is an active member of the medical profession. It 
is not surprising that Floyd Haviland should have chosen to follow 
in his father’s footsteps. He entered Syracuse University Medical 
School and was graduated therefrom before he was 21 years old, 
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thus showing an unusual intellect associated with a desire to 
advance, and a marked interest in the welfare of humanity. He 
soon entered the Manhattan State Hospital where he began the 
study of mental disease, thus commencing what proved to be his 
life work. When we reflect on his great achievements, we can 
believe as James Russell Lowell has said ‘‘ No man is born into the 
world whose work is not born with him,’’ for from the first Dr. 
Haviland demonstrated his rare fitness for mental work, displaying 
a peculiar understanding of individual problems, and an ever- 
increasing interest in the broader fields of mental hygiene and ad- 
ministration. His executive ability as well as his scientific interest 
were recognized when he was appointed first assistant physician at 
Kings Park State Hospital where he revealed his possibilities and 
began his larger sphere of usefulness. It was while at Kings Park 
that others outside of the State discovered his talent for analysis, 
organization and administration, a fact which was proven when he 
was invited to make an important survey of the care of the insane of 
Pennsylvania and later was appointed superintendent of the Con- 
necticut State Hospital at Middletown, Conn. He not only filled 
this position in an outstanding manner, but took an active part in 
shaping the policies of that state along the newer lines of mental 
hygiene. He was never content to treat psychoses as an isolated 
difficulty, but early appreciated that mental diseases are an end 
result, and that the approach should be early and vastly more com- 
prehensive. 

Because of Dr. Haviland’s grasp of the New York State Hospital 
System, and his unusual ability for organizing mental medicine, it 
was very fortunate that he was invited to return to this State as the 
medical member and chairman of the State Hospital Commission. 
At the time he assumed his duties as commissioner, considerable 
progress had been made in arousing public interest for better care 
for the mentally ill, and for better mental hygiene, and the time was 
ripe for rapid expansion. He sensed this situation and at once 
initiated a campaign of extension and improvement, which has had, 
and will continue to have far-reaching results. Dr. Haviland was 
possessed of a mind that could easily marshal facts, and integrate 
them into a smoothly running unit, and at no time in his life did this 
characteristic stand out more conspicuously than during his work 
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at Albany. He not only correctly interpreted the past, but had a 
clear vision of the future realizing that new ideas and conditions 
would require new methods and great changes in personnel and 
equipment, and enormous additional construction. With these 
advancements in mind he laid comprehensive plans for better train- 
ing in all groups making contact with patients either within the 
hospital or outside in the community, and planned to build ade- 
quately and equip properly so that such a personnel would not be 
handicapped by lack of space or apparatus. 

Dr. Haviland was a true physician to the last, and was always 
seeking better methods for treating disease, but his greatest desire 
was to prevent illness of every kind, especially mental troubles. 
With this desire in the foreground it is not strange that he early 
allied himself with the mental hygiene movement, believing as he 
did the wonderful possibilities of attacking this whole problem in 
the preventive stage rather than to be placed on the defensive when 
the fully developed disease appears. 

Because he was primarily an internist he appreciated that psychi- 
atry is an important part of general medicine and tried constantly 
to bring to the front the idea that every case should be investigated 
as a whole, and not as having separate physical and mental com- 
ponents. It was this thought which caused him to give his full sup- 
port to the establishment and maintenance of hospital diagnostic 
clinics, and when he eventually assumed the superintendency of an 
individual hospital, he was gratified to observe the benefits derived 
from the operations of such a clinic. He was always a student of 
medicine and enjoyed being close to the patient. Each case pre- 
sented something of interest, and he often took great pains to inves- 
tigate any condition that seemed at all unusual. Not only was he 
interested from a scientific viewpoint, but also from the angle of 
promoting the patients’ welfare. He showed this attitude so plainly 
in his sincere, kindly manner that he inspired the patients’ confi- 
dence and they would tell him their troubles without hesitation. No 
doubt, it was this ever present feeling for the individual patient as 
a human being that was a potent factor in his success, for in the 
end it is the problems of the individual that make necessary psychi- 
atry in all of its phases. The doctor had that remarkable faculty 
for grasping the relationship of details to great undertakings and 
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readily visualized that all this enormous expenditure of money, time 
and human effort was necessary because the individual has conflicts 
which cannot be managed without help. 

Many of the superintendents have known and been associated 
with Dr. Haviland much longer than I have, but it was my good 
fortune to be associated with him at the very beginning of my State 
hospital work, and at a time when he was already well advanced in 
his chosen field. I recall with pleasure and gratitude the many ways 
in which he helped me extending over a period of nearly 18 years. 
Even the last time I saw him, which was the day Dr. and Mrs. 
Haviland sailed, he was enthusiastic about his work and inspired 
me, as Lam sure he always did all of us, with a greater desire to do 
our work better. He was always conscientiously devoted to duty, 
and obtained the greatest satisfaction in knowing that his work 
represented his very best. Although he would not overlook a mis- 
take, yet he was tolerant and patient with any one who showed a 
proper desire to learn and advance. Moreover, his policies were 
clear in his own mind and he always took sufficient time to make his 
plans plain to his staff and employees, and while he was forceful 
and dynamic, yet he was fair and just, and stimulated complete con- 
fidence in his judgment. In all the years that I knew him, he was 
a great inspiration to me. It was a marvel and pleasure to know a 
man who was never daunted because a thing was hard. In fact, the 
harder the problem, the more anxious he was to meet it. When 
facing obstacles he was stimulated to greater action, and at such 
times he seemed to be happiest, and certainly was at his best. I 
have frequently heard him say that if life presented no obstructions, 
much of the satisfaction of living would be gone. His was a person- 
ality that did not evade issues, but one that met them squarely and 
adequately, and with satisfaction, and I know that as he lived he 
passed with fortitude and calmness. 

Others have and will speak of Dr. Haviland’s broader interests 
for he was nationally and internationally well known, but our trib- 
ute is more personal—he was one of us—we knew his great worth, 
and are proud of the recognition of his abilities, but we also knew 
the rare charm of his personality, we have enjoyed his friendship, 
his loyalty, and his sympathetic understanding; we knew his won- 
derful human side. Life was a vital thing to him and no one could 
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be associated with him without catching his spirit and becoming 
inspired to greater effort, nobler deeds and loftier ideals. 


‘*Such was our friend, formed on the good old plan, 
A true and brave and downright honest man !— 
So calm, so constant was his rectitude, 
That by his loss alone we know its worth, 
And feel how true a man has walked with us on earth.”’ 
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BOOK REVIEWS 


A Psychiatric Word Book. By RicHarp H. Hurtcnines, M. D., 146 
pages, $1.00. State Hospitals Press, Utiea, N. Y. 

The rapid coinage of words by psychiatrists and especially by psycho- 
analysis has often proved embarrassing to the reader of current literature 
relating to mental disease. The dictionaries prepared a decade or two ago 
afford but little help in the understanding or pronunciation of such new 
psychiatric terms. To meet the needs of a wide circle of readers and writers 
in this field, the author has prepared this special Word Book which gives 
in small compass practically all of the technical words used by psychiatrists 
and psychoanalysts. The words and definitions are printed in unusually 
clear and attractive style, and the pronunciation of every unusual term is 
clearly indicated. The definitions are brief but sufficiently long to give the 
significance of the word in each instanee. As the author is a superintendent 
with long experience’in dealing with psychiatric cases, a lecturer on psy- 
chiatry in Syracuse University, and a profound scholar, the book bears the 
stamp of authority. It will prove a great help to physicians, social workers, 
and others who read or write literature pertaining to psychoanalysis, men- 
tal hygiene or mental disease. 

POLLOCK. 


Nurses’ State Board Questions and Answers. By R. Max Goepp, M. D., 
formerly Professor of Clinical Medicine in the Graduate School of 
Medicine, University of Pennsylvania. Second Edition, revised and. 
enlarged. 12 mo. of 541 pages. W. B. Saunders Company, 1929. Cloth, 
$3.25 net. 


The first edition was reviewed in the August, 1926, number of this 
QUARTERLY, since which time the author has revised and enlarged by adding 
200 pages to the text. 

Two new chapters have been incorporated—one on physies and chemistry, 
the other on neuroiogic and psychiatrie nursing with a brief introductory 
sketch of the elements of psychology, and a new section on the history of 
nursing. 

This book provides the nurse who is studying for her State Board exam- 
ination an opportunity to review her work quickly. The material is pre- 
sented in as direct and condensed a form as possible, yet the various subjects 
are quite thoroughly gone over so that the objective is still attained. 


GRAY. 
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The Psychiatric Study of Problem Children. By Sancer Brown, II, 
M. D., and Howarp W. Porrer, M. D., 152 pages, $1.50. State Hos- 
pitals Press, Utica, N. Y. 


This valuable guide for the study of problem children has been prepared 
for the use of the staffs of child guidance clinics and of all institutions 
where the psychiatrie problems of children are dealt with. The book pre- 
sents in detail the methods of examination that have been found practicable 
by the authors and other workers in this field. 

The work is divided into three parts. Part I deals with the study of the 
patient and discusses history taking and physical, psychological, psychiatric 
and laboratory examinations. Under each of these headings the features 
requiring special attention are emphasized. 

Part II deals with the clinieal types of problem children. This part is 
subdivided into five chapters dealing, respectively, with eases with physical 
etiological factors, cases with mental deficiency, cases with other variations 
in intelligenee, cases with other mental and environmental causes, and 
behavior disorders. The characteristics and the special problems of the 
various types classified under each of these headings are discussed. 

Part III deals with the management and treatment of problem cases. 
Under this heading the authors discuss home management, educational guid- 
ance, physical care and treatment and social guidanee. The importance of 
individual study and treatment of each case is emphasized. The authors 
point out the fact that in the study and management of problem children 
from the standpoint of mental hygiene we do not have many years of experi- 
ence to guide us. However, both of the authors have had extensive experience 
in treating children of various types and consequently are able to set forth 
methods of treatment that they have found effective in their own practice. 
As the discussion is free from technical terms the chapter on treatment could 
be read with profit by parents, teachers, social workers and others entrusted 
with the eare and training of children. The book is replete with psychiatric 
wisdom and common sense and should prove of great value in this eompara- 
tively new field of work. 


POLLOCK. 


Book of Nursing Technique. Py Ikene V. KeE.Ley, R. N., Assistant 
Director, School of Nursing and Instructor of Principles and Practice 
of Nursing, St. Alexis Hospital, Cleveland, Ohio. Second Edition, 
revised. 12 mo. of 385 pages, illustrated. W. B. Saunders Company, 
1930. Cloth, $2.50 net. 

The first edition of this hook was thoroughly reviewed, by G. Marion 

O’*Donnel, in Vol. 1, No. 4, October, 1927, of this QuarTERLY. The present 
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reviewer concludes that the book has not lost in being revised, although he 
would make the same observation as was made of the first edition, namely, 
that the chapter on ‘‘Nursing Procedures’’ used in psychiatric nursing is 
unsatisfactory from the standpoint of State hospitals. 

In general the author has followed the same plan as formerly to present 
in a concise and clear manner the various procedures necessary to comply 
with the Curriculum for Schools of Nursing. She has sueceeded in produc- 
ing a most excellent compilation arranging her material in a progressive 
order, beginning with those given a new student and carrying on to the 
specialties. 

It is the best and most up-to-date book on nursing procedures we have 
had the pleasure of reading. 

GRAY. 


A Text Book of Psychology for Nurses. By Mauve B. Muss, R. N., 
Assistant Professor in Nursing Education, Teachers College, Colum- 
bia University, New York City. Second Edition, revised. 12 mo. of 
416 pages, illustrated. W.B. Saunders Company, 1930. Cloth, $2.50. 


The first edition of this work was reviewed by Professor George S. Painter 
and published in THE PsycH1aTric QUARTERLY of February, 1926. 

The author has presented in simple detail such phases of psychology as 
she thinks applicable to the student nurses. Having had practical experience 
in both nursing and teaching she is peculiarly well qualified to write in a 
purposeful direct manner. A casual perusal of this, her second edition, 
quickly convinces one that she has accomplished her object. The book is 
divided into 15 chapters, five of which deal with the behavior mechanism. 
They are well illustrated by pictures, drawings, diagrams, ete., sufficient to 
unfold the meaning of each reaction, response, or mechanism. A new chap- 
ter on Motivation of Human Behavior has been added. At the end of most 
of the chapters there is a summary with tests and experiments to assist the 
student in a more thorough understanding of the chapter and a bibliography. 
All of these have been brought up-to-date in the revision. 

A great deal of practical value has been incorporated within this volume 
and it has rightly proven itself, hence the need for this second edition. 

It is not only useful in the elass room but worth a good deal to the work- 
ing nurse who desires to bring her psychiatrie and psychological training up 
to date. 


GRAY. 
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Urological Nursing. By Davm M. Davis, M. D., Associate in Urology, 
Johns Hopkins University. 12 mo. of 172 pages, illustrated. W. B. 
Saunders Company, 1929. Cloth, $2.25 net. 

The author very properly calls attention to the modernization of the spe- 
cial branch of medicine called wrology and he emphasizes the need for the 
nurse to become thoroughly familiar with all details of this special nursing 
art in order to assume responsibility of the supervision and instruction of 
male nurses and orderlies. 

The author opens his discussion with a brief and direct approach to the 
anatomy and physiology of the uro-genital tract, then describes some of the 
diseases, tumors, malformations and injuries affecting this region. 

Very little attention is paid to the principles of nursing but he does spend 
much time and several chapters in describing urological care and ‘‘pre 
and post-operative’’ and the various mechanical aids to examination and 
operation using splendidly clear pictures to illustrate many instruments 
devised for special purposes. 

The last third of the book is devoted to certain urological procedures which 
he carefully describes mentioning the equipment necessary in the set-up 
and giving complete instructions to the nurse and other assistants. The 
text is admirably clear and will afford an excellent teaching medium for 
urological technique and will also be useful for the training of office attend- 
ants or others assisting in urological procedures. 


GRAY. 


The Technique of Nursing. [}y Minnie Goopnow, R. N., Superintendent. 
of Nurses, Newport Hospital, Newport, R. I. Second Edition, revised. 


12 mo. of 460 pages, with 207 illustrations. W. B. Saunders Co., 1930. 
Cloth, $2.50 net. 


The first edition of this book was reviewed by Dr. Pollock for the October, 
1927, number of this QUARTERLY, and as he states was written with the mod- 
ern teacher and nurse in mind. Nothing extraneous has been included, the 
text is brief and concise but still explicit and it is the hope of the author 
that it will appeal to the teachers of nursing in the smaller hospitals. 

Miss Goodnow is so well and favorably known that it seems like carrying 
coals to Neweastle to emphasize her style of writing and the various proced- 
ures she has so meticulously arranged. Her suggestions are the result of 
keen observation and there is little ean be added to the list she appends as 
necessary for any procedure under discussion. 


This should be a popular book for the teacher who wishes to modernize 
her methods. 


GRAY. 
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Uniform Crime Reporting. A Complete Manual for Police. Revised. 
Committee on Uniform Crime Records. International Association of 
Chiefs of Police, 261 Broadway, New York City. 


Statistics of crime fall logically into two categories: enumeration of acts 
defined by law as crimes and enumeration of those who commit such acts. 
The latter really constitutes statistics of criminals, more commonly pris- 
oners. Their numbers and characteristics have often been studied in reports 
of courts, State departments of correction, and by the Federal Census 
Bureau. Nationwide statistics of criminals have suffered in varying degrees 
from the fact that the categories of criminal acts have not been uniform. 
Nevertheless, despite this shorteoming, it may be granted that we have a 
fairly adequate knowledge of the statistics of criminals. 

It is obvious, however, that an enumeration of criminals or prisoners does. 
not by itself tell us how many crimes have been committed. It is statisties 
of crimes that are usually meant by the term ‘‘crime wave.’’ And yet on 
this fundamental problem our information at present is hopelessly incom- 
plete. This is due to the fact that reporting of crimes is the function of 
numerous bodies and individuals, most of them unrelated, and few possess- 
ing a program or the machinery for the accurate recording and assembling 
of such statistics. 

Several efforts had been made to set up national crime reporting bureaus, 
none of which had met with any sueeess. Since the collection of statisties 
of crime is fundamentally a police activity, it was fortunate that the Inter- 
national Association of Chiefs of Police interested itself in the problem. 
Receiving an adequate appropriation from the Laura Spellman Rockefeller 
Memorial for the study of statisties of crime in the United States, the asso- 
elation engaged a highly competent staff which after several years of investi- 
gation has prepared an admirable volume on Uniform Crime Reporting. 

It was peculiarly difficult ground that the committee had to traverse. In 
the first place it had to invent a terminology which would make it possible 
to inelude under uniform headings acts which are variously defined through- 
out the country. In the second place it had to set up machinery which 
would make it possible to secure accurate daily, weekly and monthly sta- 
tistics in all the units of government. 

The volume is a thoroughly lucid description of the methods of organizing 
within the various police agencies an adequate bureau for the recording of 
the original complaints, for their subsequent compilation, and for the tabula- 
tion of the statistics by central agencies within the State, and ultimately at 
Washington for the country as a whole. 

As the scheme has the advantage of beginning with the good will of the 
chiefs of police there is reason for feeling encouraged over the prospects of 
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success. It is obviously a missionary task requiring several years for its ful- 
fillment, but, ultimately, we should be able to make exact comparisons of the 
amount and trend of crimes in the various states and in the country as a 
whole. 


MALZBERG. 


Ward Administration. A Text-Book of Ward Administration. By 
GuLapys SELLEw, R. N., Assistant to Dean, Illinois Training School for 
Nurses and Assistant Director in charge of Pediatrie Nursing, Chil- 
dren’s Building, Cook County Hospital, Chicago; 12 mo. of 290 pages. 
Philadelphia and London. W. B. Saunders Company, 1930. Cloth, $2.75. 

Miss Sellew’s experience as a nurse and a teacher enables her to speak 
authoritatively on nursing matters. In the first chapter she enumerates the 
functions of a hospital as follows: First, to care for the sick; second, to 
serve as a laboratory for the instruction of students; third, to promote 
health; fourth, as a laboratony for research. Throughout the book the 
nurse’s duty to the patient is emphasized and elaborated on. Several chap- 
ters are devoted to the head nurse and nursing on the ward; four, to ward 
administration and the school of nursing; one to each of the following: The 
placement of the floor duty nurses, the principles of supervision, staff educa- 
tion, correlation of theory and practice in relation to ward administration, 
cooperation, the relative importance of the duties of the head nurse, ward 
administration in relation to several general problems of nursing (the 
graduate student), the cooperative basis of student education and the prac- 
tice field. 

Each chapter contains a fund of information and is written in a clear and 
readily understandable way. One has no difficulty in following the author’s 
statements or in fully understanding the procedures outlined. 

The book shows how to give adequate and proper care to the patient, what 
nursing foree and equipment are essential and how this may be accom- 
plished in the most efficient manner and with the least expenditure of money. 
There is much information of value to the student. Many procedures ordi- 
narily quite time consuming are systematized and arranged so that they 
may be carried out with saving of time, effort and supplies, and yet with 
the desired results. 

Supervisors, head nurses, those who desire to become such, those interested 
in hospital management and administration, those in charge of schools of 
nursing, ete., will beyond question find the book of interest and of value. 
The suggestions, if carried out, should result in a better understanding of 
ward management and in more satisfactory, economical and efficient hospital 
administration. 

This book should have a wide circulation. 


TADDIKEN. 
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Dermatology and Syphilology for Nurses (Including Social Hygiene). 
By Jonn H. Sroxes, M. D., Duhring Professor of Dermatology and 
Syphilology, The School of Medicine, and Professor in the Graduate 
School of Medicine, University of Pennsylvania, Philadelphia, Pa; 309 
pages with 69 illustrations. W. B. Saunders Company, 1930. Phila- 
delphia and London. Cloth $2.50. 


The introduction states: ‘‘This book is addressed to nurses: as students in 
training, as practitioners, and as women of intelligence and civic initia- 
tive.’’ ‘‘It should be distinetly understood that it is impossible so to present 
the matter of dermatological and syphilological diagnosis and treatment 
that the nurse is justified in or capable of making a diagnosis from the text 
without supervision, or of proceeding to treatment without the authority and 
supervision of a physician. None the less, the author is of that group of 
medical men who believe that the nurse is something more than a techni- 
cian, performing a mechanical role in the management of the sick.’’ 

The text is divided into four parts: Part I, Disease of the Skin; Part II, 
The Special Management of Skin Diseases; Part III, Gonorrhoea and Syph- 
ilis; Part IV, The Principles of Social Hygiene. 

This admirable book covers subjects so frequently only superficially 
brought to the students’ attention in the lecture room, and provides prac- 
tically all the information that the nurse needs to have a good, workable 
understanding of these conditions and the present-day nursing procedures 
necessary in their treatment. 

The descriptions are concise and thorough. Enough detail is given to 
enable the nurse to grasp the essentials but not too much so as to confuse. 
Nursing care is always adequately and clearly stated. 

An excellent feature is the presentation in table form of a summary of 
the important facts, which arrangement permits the nurse to rapidly review 
conditions without reading al! of the preceding text. These ‘‘thumb-nail 
sketches’’ are frequently found. 

The chapters on venereal diseases are very well presented. The author’s 
attitude may be understood by the following from the introduction: ‘‘The 
sanitary and public health point of view is emphasized throughout and the 
nurse is taught to look upon the medical and nursing problems involved 
rather than to lose herself in the maze of moral and social eontroversy.’’ 

There are many illustrations. A good index is provided, and further, a 
valuable appendix gives suggestions for additional reading as well as a list 
of organizations, ete., especially interested in social welfare problems. 

Dr. Stokes, a well known and generally recognized authority, has given 
the nursing profession a most interesting, instructive and valuable book 


which the reviewer recommends without reserve to those teaching, studying 
and practicing nursing. 


TADDIKEN. 
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Pediatric Nursing (Second Edition). By GuApys SELLEw, R. N., Assist- 
ant to Dean, Illinois Training School for Nurses and Assistant: 
Director in charge of Pediatrie Nursing, Children’s Bldg., Cook 
County Hospital, Chicago. Second Edition, entirely reset. 12 mo. of 
512 pages, illustrated. Philadelphia and London. W. B. Saunders 
Company, 1930. Cloth, $2.50. 

The fact that there has been a demand for a second edition of ‘‘ Pediatrie 
Nursing’’ in so short a time indicates fully the value of the book as well as 
its popularity. The material has been compiled as a result of Miss Sellew’s 
extensive experience of more than 20 years as a nurse and teacher. 

The present revised edition is divided into—Part I, which deals with the 
new born, the infant, breast and artificial feeding, milk laboratory, hygiene 
uf the baby under two years of age and of the young child, and also a 
chapter on Children’s Hospital or Children’s Division of a General Hospital, 
and Part II, which consists of nursing procedures. 

The subjects throughout are presented in a clear and very readable man- 
ner; nursing procedures are described in a practical, thorough, satisfactory 
and easily understandable way. The descriptions of diseases are brief and 
with each full and complete nursing procedures are outlined. 

Few books in pediatric nursing treat so thoroughly nursing care in the 
home. The chapters on breast and artificial feeding are especially clear and 
instructive and those on the hygiene of the baby and young child contain 
many valuable suggestions which the nurse may profitably use in her prac- 
tice or in enlightening others regarding these important subjects. 

This book will be found exceedingly valuable as a text or reference for the 
student and as a guide for the private duty nurse. 


TADDIKEN. 


Principles of Surgery for Nurses. By M.S. Woo tr, M. A., B. Se. M. R. 
C.8. (Eng.), L. R. C. P. (Lond.). Assistant Clinical Professor cf Sur- 
gery, University of California; Visiting Surgeon, University of Cali- 
fornia Hospital. Second Edition, revised. 12 mo. of 355 pages, illus- 
trated. Philadelphia and London. W. B. Saunders Company, 1930. 
Cloth, $3.00 net. 

In the second edition of this excellent work recent advances, especially in 
treatment, are recorded, namely: the use of diathermy, X-rays, radium, the 
treatment by injection of hemorrhoids and varicose veins, ete., and the 
diagnosis of cerebral and spinal cord lesions and of gall bladder pathology 
are discussed. 

In the preface the author states: ‘‘This small volume has arisen through 
the endeavor of a teacher to meet the demands of nurses for a simple state- 

APR.— 1930—-L 
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ment and explanation of surgical affections.’’ ‘‘Having in mind, there- 
fore, the particular requirements of nurses, the writer has aimed to empha- 
size the causes of the more prominent surgical conditions, their most char- 
acteristic aspects, and the ways in which they are liable to progress.’’ 

The aims of the book as outlined are indeed very well carried out. Fol- 
lowing a most interesting historical sketch various surgical conditions are 
considered ; the material is well presented, easy to read and understand ; the 
explanations are full and there are numerous, excellent illustrations. At the 
end of each chapter is found a summary tabulating and restating the impor- 
tant facts. 

This book will be of special value to the student nurse interested in sur- 
gery, to the operating room nurse, and as a book of reference in the school 
of nursing library. 


TADDIKEN. 


“500 Criminal Careers.” By SHELDON GLUECK and ELEANOR T. GLUECK. 


Foreword by Richard C. Cabot. 365 pages, $5.00. Alfred A. Knopf, 
New York. 


This book is the outgrowth of a paper presented by Dr. Sheldon Glueck in 
the seminar in social ethics conducted at Harvard University by Dr. Richard 
C. Cabot. Dr. Glueck had made the challenging statement that only through 
a thorough follow-up of discharged prisoners could one learn the effect of 
institutional treatment, and that no such study had been made up to that 
date. Dr. Cabot realized the merit of the suggestion and through his inter- 
est the Milton Fund of Harvard University was persuaded to grant a sub- 
sidy which enabled Mr. and Mrs. Glueck to undertake a careful study of 
the subsequent careers of 500 men discharged from the Massachusetts Refor- 
matory. 

It is indicative of the low status of much that has hitherto passed for 
scientific research in criminology that the authors should be able to assert, 
and with justice, that theirs is the first systematic effort to find out what 
penal institutions have actually accomplished in the way of reformation. For 
over 50 years the watchword in penology has been ‘‘individualization.’’ In 
accordance with this concept we have developed and multiplied the forms 
of treatment—specialized police, specialized courts, differentiation in types 
of institution with corresponding variation of treatment before, during and 
after incarceration. Statistics have been freely offered to indicate the suc- 
cess of each of these agencies. The validity of the claims had been often 


suspected but it remained for the Gluecks to deflate them by revealing the 
true state of affairs, 


BOOK REVIEWS 341 


In order to determine the effect of reformatory influences, the authors 
conducted an elaborate investigation into the histories of 510 men who had 
been released from the Massachusetts Reformatory in 1921 and 1922. These 
years were chosen advisedly to provide a five-year period of observation 
following discharge, a period adequate for the testing of the permanence 
of the reformatory influence. As evidence of the remarkable thoroughness 
of the field work, the investigators succeeded in locating over 90 per cent 
of the men. 

What were the actual results? During the five-year period following 
completion of parole, almost four-fifths of the men were guilty of new 
offenses. The number of known crimes committed by the group was 1,014. 
One-third of these crimes were classified as serious, two-thirds as minor. 
Crimes against property constituted the majority of the serious offenses. 
Of the minor crimes, two-thirds were associated with the use of stimulants 
and habit-forming drugs. The post-parole arrests were followed by convic- 
tion in 90 per cent of the cases. ‘‘ Almost 40 per cent of the latter were 
followed by sentence to penal institutions and 15 per cent by probation. Of 
the 307 offenders who committed officially recognized crimes during the post- 
parole period, over 60 per cent served a total of 397 prison terms. Half the 
prisoners spent 21 or more months in penal institutions during the five- 
year period following parole and one-fourth 41 months to the full 60-month 
period’’ (page 311). 

What sort of men were they who had compiled such a record? One-third 
were of normal intelligence, about half were of dull or borderline intelli- 
gence and 21 per cent were feebleminded. Three per cent had definite psy- 
choses and 18 per cent were psychopaths. About a third were 18 years of 
age or under at the date of admission to the reformatory ; the average age 
at admission was slightly over 20 years. Their educational achievement was 
less than that of the corresponding Boston school population. On the aver- 
age they began to work at 14 years of age; 90 per cent were unskilled or 
semi-skilled workers prior to commitment. Almost 60 per cent had never 
held a job for more than a year. The average age at time of first arrest was 
16 years. Over 75 per cent had been in difficulty with law or school officials 
by the time they had reached their 16th year. Over 80 per cent had been 
away from home long enough and under cireumstanees sufficient to consti- 
tute defective parent-child relationships. By the time they reached their 
18th year, 90 per cent had left home, 50 per cent leaving at age of 14 and 
under. Seventy-five per cent of the families of the offenders were in mar- 
ginal or dependent economic circumstances ; 60 per cent had been cared for 
by some social agency (largely relief organizations). In only 13 per cent 
of the eases had one or both parents attended even the common schools. In 


342 BOOK REVIEWS 


60 per cent of the eases the home situation was deemed abnormal owing tv 
the long or complete absence of one or both parents. 

Such are the individuals and the family stock from which the reforma- 
tory group was recruited. Is it to be wondered at that the proportion of 
failures was so high? When it is considered that other agencies such as 
school, juvenile court, probation, ete., had already failed with these indi- 
viduals, the added failure of the reformatory does not appear so glaring. 
In fact the startling results of the present study, make it all the more nece - 
sary that similar checks be made upon the activities of all the preventive and 
reformatory agencies. 

The problem is indeed a serious one. In view of the events of recent years, 
it appears to be growing more aggravating. Some measure of control is 
urgently needed. Under such circumstances there is always a tendency to 
grow panicky and to grasp at all kinds of panaceas and cure-alls. Dr. Cabot 
in his foreword justly challenges these approaches and calls for a frank 
recognition of our ignorance when such exists. If a reformatory does not 
reform, and if in fact its very methods are not individualized, it should 
frankly eall itself a prison, and act merely as a place of detention and pun- 
ishment. If, however, the reformatory is to accomplish more than this it is 
in need of a thorough overhauling. The Gluecks feel that something better 
is possible and discuss a long series of proposed changes in the administra- 
tion of the law and in the treatment of the offender within and without the 
institution. 

The book should have important consequences, for its findings cannot be 
ignored. Reformatory methods must be reeast in the light of the observed 
failures. Individualization of treatment must mean more than mere lip 
worship. One source of failure is due to the fact that the reformatory has 
become a catch-all for all types of criminals, where as it was intended for 
the young and as yet unhardened delinquents. Not the least valuable part 
of the book is the construction of a prognostic seale by the aid of which the 
courts and parole boards are enabled to make a more effective selection of 
the type of offender likely to benefit from specialized treatment in an insti- 
tution or on parole. This is path-breaking research and adds strength to 
the movement calling for a revision of our judicial system on the basis of a 
separation of the functions of imposing sentence from those of the deter- 
mination of innocence or guilt. 

No brief review can do adequate justice to the merits of the book. It 
must be read in its entirety. It is a model of research. Every method 
capable of shedding light on the subject is brought into play. Historical 
criticism of a high order is blended with statistical skill and both are ren- 
dered more interesting by a judicious selection of ease histories. 


MALZBERG. 
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International Migrations. Volume 1, Statistics. Compiled on behalf of 
the International Labor Office, Geneva, with introduction and notes by 
Imre Ferenezi and edited on behalf of the National Bureau of Economic 
Research by Walter F. Willeox. New York. National Bureau of Eco- 
nomie Research, Inc., 1929. 


The movement of population from one country to another and from con- 
tinent to continent has been both the result and the cause of profound social 
changes. With the immense growth of migration witnessed in the latter pari 
of the 19th century some of these changes became of a character that 
attracted the attention of economists and sociologists. Im recent years the 
students of mental hygiene have been added to the groups of interested ind:- 
viduals, for it has been definitely established that there are important rela- 
tions between the prevalence of mental disorder and the proportion of 
immigrants in a given population. 

Migration has become worldwide in character, and in order to see the 
problem in its entirety it is necessary to gather statisties on a much wider 
basis than that afforded in individual governmental reports. Much of the 
data with reference to the earlier years of the 19th century was, in fact, 
inaccessible to the individual student. The compilation of complete and 
accurate statistics of international migration therefore necessitated a group 
undertaking. 

The present study is the outgrowth of efforts by the Social Science 
Research Council. A committee of the Council entrusted the preparation of 
such a study to the National Bureau of Economie Research. This bureau, 
learning that the International Labor Office at Geneva had already com- 
pleted studies in migration statistics and had available a well organized staff, 
suggested that the latter body undertake the study and agreed to finance the 
venture. This was a happy arrangement because the International Labor 
Office was in a position to facilitate contacts with the numerous nations 
whose records were needed for the completion of such a study. 

The result is a volume of source material which will prove invaluable to 
future students. An idea of its comprehensiveness may be gathered from 
the fact that the statistics require close to 850 pages. Included in the statistics 
of immigration and emigration will be found almost every country large or 
small. We thus get a complete picture of international and inter-conti- 
nental migrations. In addition we are provided with detailed statisties show- 
ing sex, age and occupations of the migrants. 

The statistics are preceded by a discussion of their manner of collection, 
the numerous sources, the significance of the data and some of the broader 
conclusions. We are promised a second volume in which a more detailed 


analysis will be presented. Judged by the standard already set, this com- 
panion volume will be eagerly awaited. 


MALZBERG, 
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Delinquency Areas. A Study of the Geographical Distribution 
of School Truants, Juvenile Delinquents, and Adult Offenders 
in Chicago. By C.irrorp R. SHaw, et al. Behavior Research Fund 
Monographs. Cloth, price $4.00. Pg. 214, with 10 maps and 26 figures. 
The University of Chicago Press, 1929. 

That delinquency and crime in Chieago are in some peculiar way an 
expression at the behavior level, a secondary social manifestation or by- 
product, of the rapid physical and commercial growth of the city seems to 
be the thesis which the authors have in mind. This work is by the Division 
of Sociology of the Institute for Juvenile Research, Chicago, where delin- 
quency is being studied from various points of view. The sociologists are 
working in their own way with their own theories, and apparently unham- 
pered by medical or psychiatric limitations. If they keep going the results 
will surely be interesting and of practical value. 

In this initial report the theoretical discussion and interpretation are more 
striking than the actual facts presented. The first chapter presents the 
cultural approach to the study of delinqueney. The second chapter pre- 
sents maps and quotes figures to show the physical and commercial growth 
of Chieago, with an important discussion on the waves of racial migration 
which the city has absorbed. 

The original studies reported here refer to the distribution of delinquents. 
Careful spot map studies of the home address of eight series of offenders, 
a total of 55,998 individuals, show a striking concentration in certain areas. 
This is not accounted for by density of population in these areas. The 
‘*‘rate,’’ or occurrence in relation to population of same age and sex, is 
shown for each square mile of the city. One of these square mile rate map. 
is shown for each series of cases studied. These findings are just about 
what might be expected, but the work is carefully done and affords a firm 
basis of fact for further detailed study. 

These delinquency areas ‘‘are in a process of transition from residence 
to business and industry and are characterized by physieal deterioration, 
decreasing population, and the disintegration of the conventional neigh- 
borhood culture and organization. Since delinquents are largely conecen- 
trated in these characteristic areas, it may be assumed that delinquent 
behavior is very closely related to certain community situations which arise 
in the process of city growth.’’ In these areas ‘‘delinquent and eriminal 
patterns’’ of behavior develop and are transmitted to the new people moving 
in. Whether the stories would have been different in the illustrative eases 
reported if these families had lived in a better area seems rather doubtful. 

By way of comment it may be mentioned that the idea of crime in Chicago 
being associated with prosperity was recently advanced by certain news- 
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paper authorities on the subject (John Gunther—The High Cost of Hood- 
lums, Harpers Magazine, October, 1929). ‘‘ Racketeering is a by-product of 
Chieago’s general energy. If Chicago leads the world in racketeering it 
leads the world in other things, too,’’—parks, hog-sticking, piers, steel dis- 
tributing, ete. 

‘‘Delinqueney Areas’’ deserves careful reading because of the ideas and 
methods advanced. 


GIBBS. 


Brain Mechanisms and Intelligence. A Quantitative Study of Injuries 
to the Brain. By K. S. Lasaiey. Behavior Research Fund. Cloth. 
Price $3.00. Pp. 186, with 16 plates and 33 illustrations. The Univer- 
sity of Chicago Press, 1929. 

The first of a series of monographs presenting the work of the Behavior 
Research Fund at the Institute for Juvenile Research, Chicago. The bril- 
liant work presented and discussed in this monograph has an important 
bearing on the interpretation of intelligence in terms of neural mechan- 
isms, association centers, and cerebral localization. It was in an attempt 
to correlate intelligence with conditioned-reflex ares that the author began 
several years age to study the relation of cerebral injury to animal behavior. 
His results, however, were not in accord with the accepted reflex theories, 
but have emphasized the unitary character of every habit, and have demon- 
strated that the mass of functioning brain tissue is a determining factor in 
learning. 

The author here reports further work in reference to the effect of destrue- 
tion of cerebral cortex on the ability of the rat to learn and retain maze 
and other laboratory performance tests. The results show that the capacity 
to form maze habits is reduced by destruction of cerebral tissue. The reduc- 
tion is roughly proportional to the extent of destruction. The same retarda- 
tion in learning is produced by equal amounts of destruction in any of the 
eyto-architectural fields. Similar results were found for retention of habits 
learned before destruction of cortex. Hence learning of maze habits depends 
on the amount of functional cortical tissue rather than upon specific areas. 

The results with other habit formations are somewhat different and indi- 
eate the direction for further essential and important work. They show 
that the psychologist must know his problem boxes as the chemist knows 
his reagents. There are evidently significant differences in the reaction of 
the brain to different kinds of habits. That these differences may have a 
phylogenetic significance is worthy of consideration. 

A concise introductory chapter reviews the various psychological theories 
of intelligence, and final chapters compare the rat with other forms inelud- 
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ing man and discuss neural mechanisms in adaptive behavior. The interest 
and orientation of the uninitiated reader would have been facilitated if 
these chapters had been more detailed and less technically phrased. And 
since this work is a part of a broad program for the study of behavior 
more discussion of the relation of intelligence to the general problem of 
behavior would have been justified. 

The volume is attractively printed and bound. The figures and plates 
illustrate the areas of brain destroyed. The book must be studied for one 
to appreciate its value and the amount of accurate work done. A useful 
bibliography is included. 

This work is of immediate interest to those dealing with mental defect. 
It is a part of the literature on the recent important developments in the 
study of brain and mind. 

GIBBS. 


The Psychoanalysis of the Total Personality. FRaANz ALEXANDER, M.D. 
Nervous and Mental Disease Publishing Co., New York and Washing 
ton, 1930. Translated by Bernard Glueck, M. D., and Bertram D. 
Lewin, M. D. 


This monograph of 168 closely-packed pages is another welcomed contri- 
bution to the efforts at elucidation of the Freudian theories promulgated in 
the last several years, and particularly of those that relate to the epoch- 
making addition to Freudian coneeptions—Das Ich und das Es. Alexander 
is prompted to clarify several of the issues contained in Das Ich und das Es 
aud he achieves a decidedly onerous task remarkably well, mainly due to 
the fact that he brings tugether metapsychological concepts and clinical 
experience. In his earlier contributions Freud gave great impetus to the 
psychoanalytic movement by buttressing theories with a wealth of empirical 
data, thus making it relatively easy for those who were so inclined to pursue 
theory and application with a conviction that probably would otherwise 
not have obtained. More recently, however, he has elaborated his theories 
without a parallel elaboration of clinical evidence, although it is well-known 
to those in intimate contact with him that he has not sacrificed one for the 
other. In the psychoanalytic field there are investigators fully capable of 
enlarging upon and explaining Freud’s latest conceptions and it seems that 
Freud has allotted these tasks to them. 

Alexander has accepted the invitation. As he says: ‘‘This book sprang 
from my desire to offer evidence for my conviction that Freud’s theory of 
the ego is deeply rooted in clinical experience.’’? He goes on to explain that 
the lecture material in The Psychoanalysis of the Total Personality is eon- 
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cerned with the unification of theory and experience. It must be said, how- 
ever, that Alexander seems at times to have concentrated the theories too 
much. They need still further dilution with empiricism. It is probable that 
even the well-seasoned psychoanalyst might then feel more at ease. 

In this monograph Alexander is chiefly interested in the ego libido—in 
its constructions, its motivations, its practical applicability. The first lee- 
ture, for instances, has the title, ‘‘The Direction of Psychoanalytic Develop- 
ment. The Discovery of the Ego.’’ In the second lecture he discusses ‘‘ The 
Réle of the Ego in the Neuroses.’’ The subsequent lectures (nine in all) are 
taken up with an exposition of the réle of the ego from the standpoint of 
clinical symptomatology. 

For those who desire to have a clearer conception of the relationship 
between the Id, the Ego and the Super-ego, this contribution comes highly 
recommended. For instanee, Alexander clearly defines the Freudian 
motion of ‘‘the need for punishment.’’ He demonstrates the manner by 
which the ego acts upon ‘‘the need for punishment’’ in order that the ego 
might be freed from the Super-ego. These and allied mental mechanisms 
are vividly portrayed, insofar as present knowledge permits of their por- 
trayal. 

The réle of repression comes in for detailed study. One should read 
Alexander to grasp the import of such ideas as the following: ‘‘. . . Neu- 
rotie satisfaction of repressed wishes becomes possible only if the super-ego 
is bribed with suffering, upon which, the motive for repression, the ego’s 
fear of the super-ego (anxiety), disappears.’’ One may borrow another 
thought from the monograph, merely for purposes of indicating important 
topies of diseussion. Starting with the conception of Freud that in con- 
version hysteria there is simultaneously a satisfaction of repressed wishes 
and of the need for punishment, Alexander takes up ‘‘the dynamic and psy- 
chological relation which obtains between these two antagonistic tendencies. ’’ 
Ile adds: ‘‘The prineiple that the neurotie psyche knows no satisfaction 
without suffering, seems to me one of those fundamental faets which is con- 
firmed in every hour of psychoanalytic practice.’’ 

The first part of the monograph, as is indicated in the foregoing. is largely 
applied to a description of the forces related to the ego-libido. In the second 
part Alexander emphasizes the quality of those forees, and he supports his 
conceptions with excerpts from clinical material. 

The translators, Dr. Bernard Glueck and Dr. Bertram D. Lewin, were well 
chosen. They have handled a difficult assignment with a facility that makes 
it appear as if the original were in English. 

HINSIE. 
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The Future of An Illusion. By SiamMunp Frevup. Translated by W. D. 
Robson-Seott. 98 pages. $2.00. Horace Liveright and the Institute of 
Psychoanalysis. New York, 1928. 

This small volume is universal in its appeal to those who are interested 
in the psychological basis of religion. Beginning with general considera- 
tions Freud points out that the principal task of culture is to defend man 
against nature. Man humanizes nature the better to deal with what seems 
so impersonal. Yet this is merely repeating the infantile situation of the 
helpless child in relation to its overpowering father. And religion is but 
‘*the adult’s reaction to his own sense of helplessness. ’’ 

Turning to an examination of religious ideas Freud formulates the fol- 
lowing definition: ‘‘ Religion consists of certain dogmas, assertions about 
faets and conditions of external (or internal) reality, which tell one some- 
thing that one has not oneself discovered and which claim that one should 
give them credence.’’ Why are religious dogmas to be believed? ‘‘ Firstly, 
beeause our primal ancestors already believe them; secondly, because 
we possess proofs which have been handed down to us from this 
very period of antiquity; and thirdly, beeause it is forbidden to raise the 
question of their authenticity at all.’’ But such claims do not withstand 
the critique of reason. 

Religious dogmas, according to Freud, ‘‘are not the residue of experience 
or the final result of reflection; they are illusions, fulfillment of the oldest, 
strongest and most insistent wishes of mankind; the seeret of their strength 
is the strength of these wishes.’’ In a sense illusion approaches the psy- 
chiatric delusion. Furthermore, religious doctrines are insusceptible of 
either proof or refutation. Freud makes a strong plea to leave illusion 
behind and go forward with the truths that science discloses. 

No comprehensive treatment of such a broad subject ean be expected in a 
volume of this size (which is numbered 15 in the series which Ernest Jones 
is editing for the International Psycho-Analytieal Library). There are 
fundamental philosophic problems such as those pertaining to aestheties, 
economies, ete., which have not received serious consideration and one might 
say that Freud has narrowed his definitions in order to seore a point. The 
psychologic explanation for religious ideas advanced by Freud seems plausi- 
ble but does such an explanation rob those ideas of their pragmatic signifi- 
cance? From a psychoanalytic point of view one might, for example, 
determine how Einstein was led to formulate his theory of relativity, but 
would that in any way concern the validity of its application ? 

Similarly, other questions are stimulated by this volume which has been 
translated into readable English by W. D. Robson-Seott. Being a non- 
technical discussion it deserves a wide audience. 


KOPELOFF. 
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Race and Population Problems. By HANNIBAL GERALD DuNCAN, Ph. D., 
Th. D., Associate Professor of Sociology in the University of North 
Carolina. 12 mo., 424 pages. Price $2.50. 

In this comprehensive text-book the author has brought together in an 
attractive way the ideas, opinions and theories of students of population 
and a great array of facts derived from statistical and other investigations. 
His aim has been to acquaint his readers with the varied views of scholars 
in this field without ‘‘injecting his own conclusions.’’ The book may there- 
fore be likened to a beautiful patechquilt, the patches of which have been 
carefully culled from fabries of many lands and have been fitted together 
to form a harmonious whole. 

The volume is divided into two books. Book I, dealing with the problem 
of races, and Book II, relating to the problem of numbers. Book I has three 
parts which treat in order the rise and spread of the human group, biology 
and racial problems, and movements of population and the diffusion of 
vulture. 

Interesting chapters related to mental hygiene deal with ‘‘ Heredity and 
Eugenies’’ and ‘‘Inferiority and Superiority.’’ The heredity factor in 
mental disease is mentioned, but no light is thrown on the subject. The 
inheritance ot mental defect, however, is more adequately dealt with. The 
discussion of heredity and environment is summed up by quoting the follow- 
ing significant statement of Jennings: ‘‘The characters of the adult are no 
more present in the germ cells than is an automobile in the metallic ores 
out of which it is ultimately manufactured. To get the complete, normally 
acting organism, the proper materials are essential; but equally essential is 
it that they should interact properly with each other and with other things. 
And the way they interact and what they produce depends on the condi- 
tions.”’ 

The status of the various races with reference to civilization, culture and 
innate ability is summarized from the writings of many scholars. Appar- 
ently the author does not share the views of those that believe that the salva- 
tion of the world depends on the domination of the Nordie race. Mental 
tests are held, by most of the writers quoted, to show differences in racial 
scores but not in inherent intelligence. 

In discussing fecundity and fertility and the control of population by 
positive methods the author writes frankly in summarizing the views of 
many observers and investigators. The weight of the evidence presented 
seems to favor limitation of offspring as a means of improving the race and 
of preventing inadequacy of food supply. 

The book is highly to be commended to the reader who wishes to obtain 
2» eondensed view of population problems and to the student who wishes 
io pursue the broader aspeets of the subject. 


POLLOCK, 
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The Mott Memorial. Contributions to Psychiatry, Neurology and 
Sociology. Dedicated to the late Sir Frederick Mott. Edited by J. R. 
Lord for the Mott Memorial Committee of the Royal Medico-Psycho- 
logical Association. Cloth. Price 21s. Pp. 401, with plates and illus- 
trations. London. H. K. Lewis & Co., 1929. 

This is a choice collection of scientific papers and at the same time and in 
a way peculiar to science, an inspiring biography of a man of science. The 
volume is made up of 31 papers contributed to his memory by 35 pupils 
and contemporaries at home and abroad. The only parts which are strictly 
biographical are a page of biographical notes, some personal reminiscences 
by Halliburton and a brief review of Mott’s life and work by von Monakow. 
Mott’s interest in singing and the relation of the brain to speech and song 
are described by Aikin. The other contributions cover a variety of subjects 
of current neuropsychiatric interest, but the fact that so many of them 
have their roots in the pioneer work of Sir Frederick Mott, and that the 
writers were inspired by him, gives them a biographical significance. With 
the biblicgraphy of his writings covering a period of 45 years, they tell the 
story of his life’s work and indieate its importance. 

Five papers on paresis attest the work of Mott in this field, Winumer on 
the diagnosis of the paranoid type of syphilitic psychoses, Rudolf on some 
factors related to the immediate future of the general paralytic treated with 
malaria, Monrad-Krohn on some settled and unsettled problems in neuro- 
syphilis, Geary on the histopathology of general paralysis treated with 
malaria and relapsing fever, and Plaut on the geographical distribution of 
paresis. 

Two papers on alcoholism will be of immediate interest in this eountry. 
Mapother makes a plea for accuracy in assessment of aleoholie morbidity 
and Bernard Hart writes on the etiology of aleoholism. 

That Mott studied pathology to explain clinical facts is pointed out by 
Joseph Shaw Bolton as an introduction to his contribution on the réle of 
mental confusion in prognosis. Mott had a persisting interest in the chemi- 
eal physiology of nervous tissue, especially the significance of oxidation. His 
later exhaustive work on the endocrine glands was on this basis. As a fur- 
ther elaboration of this work the metabolism of mental patients is now being 
intensively studied at the Mandsley Hospital, and several contributions refer 
to these studies. Pickworth contributes an excellent review on the relation 
of mental disorder to deficient oxidation in the brain tissue. Mann and Scott 
report further blood sugar studies, and Robertson reports on digestive 
alkaluria. 

In a similar way the other contributions to this memorial volume reflect 
the work and interest of Sir Frederick Mott in the development and pathol- 
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ogy of the nervous system, in mental deficiency and heredity, and in mental 
hygiene. Their value is indicated by the imposing list of writers in addi- 
tion to those mentioned, Sir E. Sharpey-Schafer, Sir Hubert Bond, C. 
Winkler, F. Petersen, F. Golla and L. C. Cook, G. Elliot Smith, A. F. Tred- 
gold, T. Morowoka, A. Helen Boyle, M. S. Dawson, F. W. Edridge-Green, 
S. Ely Jelliffe, C. U. Ariens Kappers, P. K. McCowan, Giacoma Pighini, 
G. Roussy and Gabrielle Levy, and D. Slight. 

Every one interested in psychiatry will want this volume in his own eol- 
lection and will feel grateful to the contributors and editorial committee, for 
it is another psychiatric milestone. 

GIBBS. 


The Problem Child at Home. By Mary BuE.L Sayies. The Common- 
wealth Fund, Division of Publications, New York, 1928. 

This book is a companion to the one by the same author (collaborating with 
Howard W. Nudd), entitled ‘‘The Problem Child in School.’’ It is made up 
of three parts, under the following titles: I. Emotional Satisfactions Which 
Parents and Children Seek in One Another. II. Mistaken Ideas Which 
Influence Parent-Child Relationships. III. Narratives. This method of 
presentation, while giving the author an opportunity to include under each 
chapter heading her ideas regarding that topic, does nevertheless make 
rather heavy reading in the first two parts of the book. However, the nar- 
ratives which are given in the latter part of the book (12 in all) are too 
lengthy to lend themselves as examples interspersed in chapters, along with 
the cogitations which the author would naturally write down, and since the 
book will reach many of the laity it is necessary that these case records be 
in considerable detail. 

The author has a most interesting way of getting across to the reader 
points of importanee. The method is to frequently insert statements in the 
form of questions, the reader naturally being considered capable of drawing 
the correct inference. Another interesting point about the book is the little 
captions at the head of each chapter—quotations, for the most part, from 
the writings of well known experts in the field of child guidanee. The book 
is worth reading for these captions alone-—as each contains ideas of great 
valne to the social worker, psychologist, psychiatrist, teacher or parent. 

In the chapter on ‘‘The Satisfaction of Exaggerated Parental Love,’’ the 
author adds more case material to the number already described in books 
on child guidance, wherein the child is ‘‘spoiled’’ by the parent. She calls 
attention to one fact that is too often neglected or not seen in these cases of 
infantile emotional development in children—and that is that many of them 
show a counterpart in the previous generation—namely that one or the other 
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parent was in childhood, abnormally attached to a parent. A still more 
common causative factor in these eases was found to be unsatisfactory par- 
ental marital relations. (The reviewer has also found this to be one of the 
most frequent factors operating as a basis for psychic infantilism.) 

In the chapter on ‘‘The Satisfaction of Parental Ideals,’’ the point is 
made that all too frequently, intelligent parents fail to realize that their 
praise and showering of attention upon the scholarly child, can but have a 
deterrent effect on the scholarly attainments of the younger child—‘‘ produc- 
ing a discouragement which slows up effort and euts down accomplishment. ’’ 
Then on the other side we are shown eases where it is the false hopes of an 
inferior parent (intellectually) who through constant prodding of a child 
with but meagre capabilities, eventually generates a behavior disorder in 
the child for whom too high hopes had been held by the doting parent. 
‘‘The material . . . illustrates a common human tendency, that of the par- 
ent to identify himself with his child and seek satisfaction through the 
child, carried to unreasonable extremes. . . Such attempts to relive one’s 
own life in one’s children are as futile as any that come under the obser- 
vation of child guidance elinies. . . .’’ 

In Chapter V eases are cited in which a parental impulse to dominate the 
child, appears to have been the motivating factor in the child’s misconduct. 
In ferretting out the basis for the parents’ tendency to dominate, the author 
expresses this comment: ‘‘So far as our limited observation goes, the experi- 
ence which most intensifies this tendency is the experience of being dom- 
inated.’’ 

Profiting by the mistakes that many parents make in helping a child to 
adjust to the newly-arrived baby in the family, suggestions are made in the 
chapter on ‘‘Favoritisms. Antagonisms and Jealousies,’’ that will be useful 
to parents in preparing the child for this new adjustment. To quote part 
of the author’s remarks: ‘‘By ‘preparation’ we do not here mean merely 
the talk of a prospective brother or sister which aims to arouse interest and 
pride in possession, important as this is; we would include, too, the whole 
process of gradually discontinuing services suited only to infaney, of grad- 
ually diminishing the petting and fondling hitherto given, of encouraging 
independence by continually setting new goals and by praising for each new 
achievement until the pride and pleasure felt in this praise and in the grow- 
ing prowess it celebrates insensibly takes the place of the infantile satis- 
factions that are being relinquished.’’ In the same chapter we find a well 
worded explanation of the way parents usually fall into the error of showing 
favoritism to a given child: ‘‘So far as we ean see, the beginnings of those 
special devotions which, when there is more than one child, become favorit- 
isms, can usually be traced to the charm of appealing babyhood and the 
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other factors that enter into the early spoiling process. As the child 
becomes a special source of pride or, through some resemblance, is identi- 
fied by the parent with himself or with an especially beloved person, they 
take more definite form ; but apparently they rise to their greatest and most 
destructive intensity only in parents who are otherwise balked in finding an 
outlet for their emotions. This would seem to suggest that the children of 
a truly happy marriage in which there is complete mutual devotion are 
not likely to be subjected to the more extreme forms of parental favoritism. 
The small son of an unhappy couple often receives the fanatical devotion of 
a mother; the small daughter, that of a father.’’ 

The chapter on mistaken ideas on sex is by far the best in the book and 
this single chapter is worth more than the cost of the book in the effect it 
will have in re-edueating many parents who still adhere to the teaching of 
one or more generations ago. Many of us have seen counterparts of the 
ease of Mrs. Grant and her young daughter and it is a relief to see a case of 
this type so well written up and the frankly honest attitude taken by the 
author. The case must be read in its entirety to be appreciated. One 
impressive statement should be given. ‘‘When Natalie Young’s mother 
warned her daughter, ‘that part of the body is a sewer, not to be touched,’ 
she was very likely repeating a warning heard in her own youth, and did not 
at all realize the harm she was doing the child by establishing an association 
between filth and sex which might spoil her whole outlook on life and even 
ruin her chances of happiness in marriage. When Irving Vaughn’s mother 
told him he would ‘‘go erazy’’ if he continued the practice of masturbation, 
she was voicing a belief generally accepted a generation ago but now aban- 
doned by all qualified students of the subject. Probably most of the fathers 
and mothers of today received such misinformation in their youth; but most 
of them, too, grew up in a time when reports about ‘‘flying machines’’ were 
considered as mythical as those about sea serpents; and the practice they 
have had in revising their notions in regard to physical science and mechanies 
should lead them to suspect that there may be need of revising ideas in other 
fields of knowledge as well.’’ The erying need for rational sex education 
of both children and adults is well shown in the closing remarks in this 
excellent chapter: ‘‘For until the parent who has suffered in his own person 
from distorted ideas and warping incidents ean free himself from their 
influence there is little hope that he will deal wisely and helpfully with the 
difficulties of his children.’’ 

In ‘‘Mistaken Ideas on Discipline,’’ we find a suggestion to parents, which 
if earefully followed out would alone suffice to prevent many children from 
becoming behavior problems: ‘‘The policy of taking time to explain the 
reasons for decisions, of giving the child time to follow explanations and 
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accept them, may be put into effect when he is little more than a baby ; and 
though pressure of other duties and a variety of emergency situations may at 
times compel the parent temporarily to abandon it, the more fully it can be 
earried out the greater the probability that the boy or girl will be able 
gradually to take over the direction of his own activities without being 
impelled either to revolt or to a slavish following in the beaten track.’’ 

The narratives are all interesting—though there are some points in inter- 
pretation of cause and effect over which psychiatrists, social workers or 
psychologists might debate. For example, would it not have been possible 
for Mrs. Kohlman in the narrative ‘‘An Ex-Favorite’’ to have made a nor- 
mal emotional adjustment to her husband and children, thereby precluding 
the development of a behavior problem in Lucile, had she received proper 
sex education and contraceptive information at the time of her marriage? 
And even at this late date probably the social adjustment of this family 
could be vastly improved by such instruction. 

A large proportion of the essence of the new child psychology is packed 
into two sentences to be found in one narrative ‘‘Unwanted’’ (p. 219): 
‘*The woman who is still ruled by a spoiled little girl within her, the man 
who feels himself an exceptional being, who must still, in small boy fashion, 
assert himself by bluster and bluff, who invariably, whatever the difficulty, 
traces the fault to some one else—these are hardly emotionally mature indi- 
viduals, and for the task of rearing children wisely, emotional maturity is 
as essential as normal mentality.”’ 

There are many wise statements interspersed through the book which will 
be found most helpful to anyone active in child guidanee work—as well as 
to teachers and parents whose chief work is the training of children. The 
reviewer has attempted to pick out a few of the many valuable statements 
and jot them down here—but it would only spoil the reading of the book 
for others if all the best tid bits were culled. Enough, however, have been 
given here as samples to show the very definite worth of the book to all 
who come in contact with children. 


ROBIE. 


Social Control of the Mentally Deficient. By STANLEY PowELL Davies, 
Ph. D., 389 pages. $3.00. Thomas Y. Crowell Company, New York. 
This interesting and valuable book is an outgrowth of the author’s ‘‘Social 
Control of the Feebleminded’’ which was published in 1923. The present 
work is not a second edition but a larger, more comprehensive treatment of 
a subject of which much has been learned since 1923. 
In the opening chapter the author stresses the social test of mentality and 
points out the fallacy of relying solely on intelligence tests. The succeeding 
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five chapters give a history of the development of the care and training of 
the feebleminded, taking up the work of Itard, Seguin, Binet, Wilbur, Howe, 
Goddard and others. To these men we owe the principal features of the 
present system of institutional care of the mentally deficient. 

Various methods of control are discussed in subsequent chapters. The 
author believes that sterilization may have a limited application if it can be 
safeguarded against indiscriminate usage. On the other hand, the author 
states that sterilization fails to recommend itself in the present state of our 
knowledge, as a measure of social control to be generally applied to the 
feebleminded, or even to large classes of the feebleminded. From the point 
of view of succeeding generations, it appears doubtful that sterilization 
would reduce the number of mental defectives sufficiently to be of any gen- 
eral social significance, or to have any appreciable effect on public expendi- 
tures for social control. From the point of view of the present generation, 
sterilization can in no sense be a substitute for segregation, training and com- 
munity supervision in the mental deficiency program. 

The treatment of defective delinquents in separate institutions as practiced 
in New York, Massachusetts and Virginia is described and approved. 

The discussion of changing concepts of heredity constitutes one of the 
most interesting chapters of the book. After summarizing the views of 
several well known writers on the question of the inheritance of mental 
deficieney the author sets forth his views of the matter in the following 
paragraph : 

‘*As regards the whole question of the inheritance of feeblemindedness, 
there is only one thing of which we can be certain at present, and that is of 
our uncertainty. The existing state of knowledge on the subject permits 
of no final conclusions. It merely indicates the importance of much further 
research. The one observation that can be safely made, in the opinion of the 
writer, in view of the more recent investigations of heredity and fecundity is 
that the hereditary transmission of feeblemindedness is neither so simple, nor 
so predictable, nor so alarming numerically, as was formerly believed.’’ 

In his chapter on ‘‘The Institution as a Socializing Foree,’’ the author 
pays tribute to the outstanding work of Dr. Walter E. Fernald in the 
administration of the Massachusetts State School at Waverly for 37 years. 
He demonstrated that the keynote of a practical program for the manage- 
ment of mental defectiveness is to be found in the fact, which seems to have 
been proved, that those defectives whose defects are recognized while they 
are young children, and who receive proper care and training during their 
childhood are, as a rule, not especially troublesome after they have been 
safely guided through the period of early adolescence. 

The epoch-making work of Dr. Charles Bernstein in establishing exten- 
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sive colony care for the feebleminded is amply discussed and com- 
mended. 

Advocating that the attitude of society toward the feebleminded should 
be one of sympathy and helpfulness, the author states that ‘‘society owes it 
to the mentally handicapped to give them the opportunity to come under 
good influences. For the more difficult cases, it should provide institutional 
care and training and the means whereby the more favorable institutional 
cases may be gradually restored to community life after their training is 
completed. For the remainder, it should provide special classes in the public 
schools where they can receive the kind of instruction which they can best 
absorb and which will be useful to them socially and economically in later 
life. This social program should also provide visiting teachers and social 
workers who can inquire into the home conditions of the subnormal children 
and make necessary adjustments, and who will also stand ready to give a 
helping hand when the mentally deficient boy or girl leaves the special class 
or institution to make his way in the world. Finally, society’s duty toward 
this class is not completed unless it makes available for such as need it, 
kindly and understanding guidance throughout life.’’ 

No one ean read this comprehensive treatise without becoming imbued 
with the author’s desire to help this large class of unfortunates to become 
happy and also self-supporting, useful members of the community. 

POLLOCK. 


Clinical and Abnormal Psychology. By J. E. WALLACE WALLIN, Ph. D., 
Professor of Clinical Psychology, Miami University. Houghton 
Mifflin Co., Boston, New York. 

This is a companion volume to the author’s Education of Handicapped 
Children. The present volume deals with mental and developmental defects 
and their diagnosis, and the prescription of remedial and educational treat- 
ment of them. It is concerned with psychological methods and diagnostic 
technique, with a consideration of the cause for and the educational implica- 
tions of each type of mental defect. It aims to be a guide to the proper 
handling of defective and subnormal children for those interested in rem- 
edial welfare work with youth, as found in our schools, orphanages, juvenile 
courts, and psychological clinies. 

This work is based on extensive individual examination of several thou- 
sand cases, a summary of the organization and administration of systems of 
developmental and reconstructive training, and the work done in the field 
of psychological and educational tests and mental hygiene and in cognate 
fields. Special emphasis is given to psychological examination methods. 
The aim is to supply a purview of the entire field of clinical and abnormal 
psychology, to serve as a systematic introduction to the science and art of 


| 


BOOK REVIEWS 357 


clinical psychology—the first systematic book in this subject it is claimed. 
It seeks to give a fairly adequate picture of the inner mechanism of the 
psychological and psycho-educational clinic, and to touch incidentally upon 
various topies in abnormal psychology with which the clinical psychologist, 
mental and educational tester, special-class teacher, visiting teacher, social 
worker, medical student preparing for work in mental hygiene and others 
interested in abnormal-behavior problems should be familiar. 

Part I is devoted to an investigation of clinical examinations, deviations 
from norms, and general aims and principles. Part II concerns intelli- 
gence, the general level of intelligence and specific intellectual abilities and 
disabilities. Part III considers motility, the general level of motor compe- 
tency and specific motor abilities and disabilities. Part IV concerns 
emotivity, the stage of emotional development, and emotional, instinctive, 
temperamental, and character peculiarities. 

Examination is made of all available methods of psychological diagnosis, 
which is specially needed for students and practitioners in the field. With- 
out proper diagnosis, no successful treatment is possible. A survey is made 
of all measuring seales of intelligence and theories of mental defectiveness. 
A useful summary is made of defective sensibility and sense discrimination, 
abnormal types, attention and attention defects, imagery and imagery 
defects, associational processes and their defects, complexes, thought, lan- 
guage, and speech defects, general and specific motor ability and defects, and 
the major problems of character study and pathological emotional 
disturbances. 

The work is one of the Riverside Text-Books in Edueation. The editor, 
Ellwood P. Cubberley says: ‘‘ As a text-book in clinical and abnormal psy- 
chology the present volume should find an important place for itself in 
educational institutions, while to clinical workers in publie school systems 
it will prove invaluable.’’ 

GEORGE S. PAINTER, 
New York State College. 


NOTES 


Dr. Isaac J. Furman, who has been superintendent of the Buffalo State 
Hospital since April 1, 1928, has been appointed superintendent of Man- 
hattan State Hospital to suceeed Dr. C. Floyd Haviland, deceased. Dr. Fur- 
man will assume the duties of his new position on May 1, 1930. Previous 
to his appointment at Buffalo, Dr. Furman had been first assistant physician 
at Manhattan State Hospital for about four years. 


—tThe Pennsylvania Mental Hygiene Committee of the Publie Charities 
Association made effective use of the radio by broadcasting four lectures on 
mental hygiene during the month of March, 1930. 


—The new college building of the Jefferson Medical College in Philadel- 
phia was dedicated on February 22, 1930. The dedicatory address was 
delivered by Professor George B. McClellan of Princeton University. 


—Reprints of the first section of the Survey on Mental Hygiene Facilities 
and Resources in New York City are available for distribution. This survey 
was made by the National Committee for Mental Hygiene and the New York 
City Committee on Mental Hygiene. 


—aA conference of the State child guidance clinie staff was held at the 
Psychiatrie Institute in New York City, April 11, 1930. The meeting was 
addressed by Assistant Commissioner Brown, Dr. George S. Stevenson, Dr. 
Philip Trentzsch and Dr. Clarence O. Cheney. The address and discussions 
dealt with child guidance policies and plans. 


—The Public Relations Committee of the Medical Society of Albany 
County have prepared a report on the public health and curative activities 
in that county. An important section of the report was devoted to mental 


hygiene. The complete report is included in the issue of the New York 
State Journal of Medicine, March 15, 1930. 


—Work has been begun on the new medical center in New York City 
representing the association of the New York Hospital and the Cornell Medi- 
cal Center, which is to cover three city blocks on the East River front. The 
center will not be completed for at least three years. The group will com- 
prise 13 buildings massed about a main hospital building of 24 stories. 


—The Eastman Teaching Films, Ine., in collaboration with the American 
College of Surgeons, has produced a series of motion pictures to be used 
for medical instruction. Their great value in the teaching of operative 


technique and in the exposition of physiology and pathology is vouched for 
by the College of Surgeons. 
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—The Seventh Annual Institute and Conference of Chief Occupational 
Therapists of the Department of Mental Hygiene was held in New York 
City, April 14 to 16, 1930. The Institute was conducted by Mrs. Eleanor 
Clarke Slagle, director, Bureau of Occupational Therapy. An account of 


the proceedings of the Institute will appear in the next number of THE 
PSYCHIATRIC QUARTERLY. 


—The United Hospital Fund of New York City is conducting a drive for 
$1,000,000 to be used in connection with free care of the city’s indigent 
sick in commemoration of its 50th anniversary. The organization was orig- 
inally founded for the purpose of collecting funds for helpless children and 
sick poor of every nationality. The fund now includes 31 general hospitals, 
13 special hospitals, 6 hospitals for incurables and convalescents and 9 
hospitals for women and children. 


—The Pictorial Review’s Annual] Achievement Award of $5,000 to the 
Ameriean woman who had made the most distinetive contribution to Amer- 
ican art, science or letters during the preceding year, was awarded to Dr. 
Florence R. Sabin, of the Rockefeller Institute for Medical Research. Her 
noteworthy contributions include a study of nerve-centers, of the develop- 
ment of the blood cells and of the function of the monocytes. 


—The Second International Congress for Sex Research will be held in 
London, August 3-9, 1930, under the presidency of Professor F. A. E. Crew 
of Edinburgh. An American sub-committtee has been formed to insure par- 
ticipation in the Congress by American students. The committee repre- 
senting biology, medicine, psychology, sociology and anthropology, consists 
of Dr. Osear Riddle, chairman, Dr. A. A. Brill, Dr. Calvin P. Stone, Dr. 
William F. Ogburn, and Dr. Clark Wissler. 


—The Welfare Council of New York City announces the publication of a 
‘*Health Inventory of New York City,’’ by Dr. Michael M. Davis and Mary 
C. Jarrett. The report deals with 10 health activities, including sections 
on child hygiene, tuberculosis, health examinations, heart disease control, 
eye disorders control, maternity hygiene, dental hygiene, mental hygiene, 


cancer control and health education. Separate reprints of each of these 
sections are available. 


—The International Association of Chiefs of Police, through its Commit- 
tee on Uniform Crime Statistics, recently issued a very comprehensive report 
on the recording and tabulation of crime statisties in the United States. It 
has now issued two bulletins for the months of January and February, 1930, 
based upon statistics received from numerous cities throughout the country. 
It is hoped that this system will furnish the basis for a uniform and com- 
plete record of crime in the United States. 
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—The Division of Mental Hygiene of the Connecticut State Department 
of Health will conduct a Mental Hygiene Institute at the Connecticut Col- 
lege at New London, Conn., from June 30 to July 10, 1930. The Institute 
will be in the fourm of a summer school and during the three weeks’ period, 
65 hours of lectures and seminars will be given. No tuition will be charged 
and arrangements have been made to reduce to a minimum the living 
expenses of those attending the Institute. 


—The National Committee for Mental Hygiene has announced that many 
of the foreign delegates to the International Congress for Mental Hygiene, 
to be held in Washington, May 5-10, 1930, will be available for lecture 
engagements. Their interests cover a wide range and it is probable that a 
suitable speaker could be found for any group interested in human behav- 
ior. Organizations desiring to engage any of these foreign representatives 
should apply directly to the National Committee for Mental Hygiene, 370 
Seventh Avenue, New York City. 


—The Seventh Annual Meeting of the American Orthopsychiatrie Asso- 
ciation was held at Hotel Pennsylvania, New York City, February 21-22, 
1930. The program was largely devoted to the discussion of problem chil- 
dren, and the work of child guidance elinies. Several of the leaders in the 
child guidance movement addressed the meeting. The officers in charge of 
the meeting were: President, Dr. Lawson G. Lowrey; vice-president, Dr. 
Augusta H. Bronner; secretary-treasurer, Dr. George S. Stevenson. 

Officers elected for the coming year were: President, Dr. David M. Ienvy ; 
vice-president, Dr. Edgar A. Doll; counselor, Dr. Augusta Bronner; editor, 
Dr. Lawson G. Lowrey ; secretary-treasurer, Dr. George S. Stevenson. 


—A survey of methods of education in mental hygiene for laymen will 
be undertaken by the National Committee for Mental Hygiene in the very 
near future. A sum of money sufficient to insure its success has been appro- 
priated by the executive committee of the National Committee. The study 
will include an evaluation of mental hygiene material to be presented to 
non-professional groups, existing methods of education in mental hygiene, 
and a well devised plan for recruiting writers and speakers trained in the 
art of simplifying technical material for the benefit of lay groups. This 
study marks the successful outcome of the work of a small committee of 
clinie directors of the New York City Committee on Mental Hygiene. 


—Representatives of the American Bar Association, the American Medi- 
eal Association and the American Psychiatrie Association have adopted a 
platform advocating a standard code of procedure in criminal eases involv- 
ing questions of sanity. It is recommended that psychiatric service be 
made available to all courts and penal institutions. When definite sentences 


}, 
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are mandatory, it is recommended that no one be sentenced prior to a psy- 
chiatric examination; that every man convicted of a felony be given a psy- 
chiatric examination before release from prison and that no transfers 
between penal institutions nor discharges from parole be made without a 
psychiatric report. 


—Dr. Mathias Nicoll, Jr., who had been Commissioner of Health of the 
State of New York since 1923, resigned January 16, 1930, to accept the 
position of health officer of the Westchester County Health Department. 
Dr. Nicoll’s State career began in 1914, when he was appointed director of 
the Division of Public Health Education by Dr. Herman M. Biggs. He 
became secretary of the Department of Health in 1916, deputy commissioner 
in 1917, and commissioner in 1923. 

The appointment of Dr. Nicoll to the position of health officer of West- 
chester County gives impetus to the movement making the county unit the 
basis of public health work. Westchester is the most populous county in 
the State to adopt this system to date. 


—Commissioner Parsons on March 22, 1930, announced a revised daily 
ration allowance for the State institutions in the Department of Mental 
Hygiene. The allowance increases the amount of milk, butter, eggs, sugar, 
coffee and fruit that may be used in the patient’s dietary. The following 
per capita food allowance will be in effect on and after July 1, 1930. 
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